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Background

In 2003, 1,167 youth, ages 16 and older, were either wards of the state or had a permanenayndigpositi
long term out-of-home placement. It was highly unlikely these youth will bereieunited with
parents/relatives or adopted and, therefore, will “age out” of the child wejfstens

The challenges that youth encounter who had been in out-of-home placement were highligbiteslass in
Minnesota 2003, the Wilder Research Center’s study on homelessness. The survey found thatmloperce
homeless youth had been in an out-of-home placement (corrections, fostergratgpdrome). Of the youth
in out-of-home placement, 53 percent were in foster care.

In general, the policy in Minnesota is to expect youth in out-of-home placement (vathaue disabilities)

to become self-sufficient adults at age 18. Generally, these youth @rardisd from out-of-home placements
upon completion of high school. These youth are likely to have experienced serious disrbpttoirstheir
living situations and in their education while in the child welfare system. Youthgeata of out-of-home
placements typically lack adequate preparation towards becominglseif-aelults due to a lack of
independent living skills training, sufficient housing, financial resources andppogive adults. For the
majority of foster care youth, specific supports and services are neededdonoeelifficult circumstances.

Participation in independent living skills programs (while in out-of-home placemedthe provision of
support services after age 18 is critical because outcomes for youth toat aelacement are often bleak.
Research shows that youth transitioning from out-of- home placement:

* Are more likely to be involved in the criminal justice system

* Are at higher risk of teen pregnancy and parenting

* Have lower reading and math skills and high school graduation rates

» Have disproportionately higher rates of physical, developmental and mental
health problems

* Are more likely to experience homelessness

» Have higher rates of alcohol and other drug abuse

» Have higher rates of unemployment, earnings below the poverty level, andodabf dependence on
public assistance.

Based on the concerns outlined above and in recognition that transition servicessfoy@aith is a strategy
to reduce long-term homelessness, the department successfully soughtdomttef2005 Minnesota
Legislature. An appropriation of $4,340,000 over four years was appropriated to @sishyout-of-home
placement with intensive independent living skills training, and to provide supportseiwigouth ages 18
or older who experienced a county-approved placement after age 16.

Summary of the RFP Process and Grantees:

In December of 2005, the Department of Human Services published a Request for PfoptsalHealthy
Transition to Adulthood and Homelessness Prevention Program. After the reviesspbtiee proposals

was finished there was $768,369 awarded to the younger youth population (which was 35% alf the tot
funding available) and $1,401,631 for the older youth population (65% of the total funding availabig). Fo
two percent of the funding went to Greater Minnesota ($918,641) and 58% of the funding wem&rth
area ($1,251,359).

Performance-based methodology



http://www.gmhf.com/Home/reports/Wilder_HomelessMN2-04.pdf
http://www.gmhf.com/Home/reports/Wilder_HomelessMN2-04.pdf

The Department entered into performance-based grant contracts with 25 youth-serving agencies.
The performance milestones were derived from the child welfare literature on factors that are
predictive of a successful transition from foster care to independence. Agencies were instructed to
include their direct and indirect costs in the calculation of reimbursement for any particular
milestone with the condition that agencies could not exceed $1,500 for youth ages 16 and older (in
foster care) and $3,000 for youth ages 18 to 21 who had aged out of care. The variance between
agencies on reimbursement for any particular milestone is explained by differences between
agencies in mission, geographical location, funding sources and organizational capacity.

Results

The following results represent the achievements of participating youth along the eight transition
milestones established for this program. Each milestone achieved represents a significant amount
of effort by agency staff who worked together with the youth in their respective programs. Further,
it is recognized that in many cases the agencies committed significant resources to serve youth who
for a variety of reasons did not meet the milestone definition and were therefore not counted in this
report. In recognition of this factor the Department worked with grantees to redefine the
milestones for contracts beginning June 30, 2007 or after. The Department is committed to an
ongoing examination of the process for recognizing achievement and reimbursing community
agencies for their efforts in serving this difficult to serve population of youth.



Independent Living Skills Plan

For youth ages 16 and older, the Independent Living Skills Plan is an individualized plan developed in
coordination with the county social services agency and based upon the completion of an Ansell-Casey Life
Skills Assessment. The agency’s case manager and the youth met to review the results of the assessment,
agree on areas needing improvement, and developed the plan to meet these needs based on the youth’s skills
and the principles of positive youth development. The plan clearly identified the responsibilities of the
agency, youth and the county social service agency (including other caretakers such as foster parents) and
was reviewed at least monthly by the county, agency and the youth. In addition to the quarterly review
meetings, the agency and the youth met at least once a month to review and update the goals of the
Independent Living Skills Plan. Agencies were encouraged to re-administer the Ansell-Casey Life Skills
Assessment to determine if adequate progress was being made and if the plan needed to be modified.

For youth ages 18 — 21, agencies developed an Independent Living Skills Plan in conjunction with the youth.
The youth completed the Ansell-Casey Life Skills Assessment and met with agency staff to review the results
and agree on the areas needing improvement. Agencies also completed the Homeless Management
Information System (HMIS) Housing Barriers Assessment with each youth and included strategies to
overcome barriers in the plan. Agencies and youth developed a plan which clearly articulated their
respective roles and responsibilities and expected timelines. Agencies and youth met at least monthly to
review the youth’s progress in each area needing improvement and made changes to the implementation of
the plan as needed. Agencies also coordinated the plan with other service providers or stakeholders as
needed.

Agencies were reimbursed for each Independent Living Plan completed meeting the above criteria.

The following table shows the number of youth in each age group who achieved this milestone, the average
agency reimbursement cost for this milestone, and the range of reimbursement costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved the milestone Reimbursement Range
ILS Plan 244 $410.38 $75.00 -$979.94

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved the milestone Reimbursement Range
ILS Plan 322 $487.64 $200.00 - $1,023.84
Commentary:

* Youth enjoy being a part of making their ILS plans. The plans are updated monthly, so youth can
track their own progress and see where they still need to work and where they are excelling.

* Many youth returned after long absences to continue work on goals set earlier. This seems a positive
indicator of success as youth feel a connection to the program and the freedom to work through it at
their own pace.



Independent Living Skills Group Training

For both age groups, the Independent Living Skills (ILS) Group Training is a facilitated group training of at
least 14 consecutive weeks with at minimum one group per week which is at least two hours long. The
content of ILS Group Training included a minimum of curriculum topics. Agencies were encouraged to use
the existing Ansell-Casey curriculum or another curriculum as long as it covered the minimum skill sets
required.

Agencies were reimbursed for each youth who attended and completed the Independent Living Skills group
trainings by documented attendance and participation in at least 10 of the 14 sessions.

The following table shows the number of youth in each age group who achieved this milestone, the average
agency reimbursement cost for this milestone, and the range of costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved the milestone Reimbursement Range
ILS Group 191 $433.05 $75.00 — $1,075.00

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved the milestone Reimbursement Range
ILS Group 181 $614.20 $134.40 — $1,425.00
Commentary:

ILS groups gained structure and strengthened curriculum, but also resulted in an organized
portfolio of tools and resources, which many youth continue to use in several life areas. Youth using
these tools have requested and needed far less assistance than before the classes; they are
demonstrating significantly increased independence and initiative as well as confidence in their
abilities.

Some agencies reported holding graduation ceremonies/picnics to recognize youth who completed
the ILS group which increased engagement and motivation.

While getting youth to commit to a life skills group is a challenge, once they come to a group
agencies have found they really enjoy it and sometimes ask to come back and join the next group so
they can repeat the fun.

Youth have very low financial literacy skills.

There is difficulty in accessing transportation so youth can get to group.

For youth who are parents, finding/affording child care is often a barrier to attendance.

Youth opt out of the group before completing the milestone which creates a financial burden for the
agency because they cannot claim reimbursement unless the youth has participated in at least 10 of
the sessions. (Note: reimbursement for this milestone has changed to enable agencies to more easily
claim reimbursement. Under the new contract period beginning July 1, 2007, they may claim
reimbursement for each youth who attends a group session.)
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Transportation

For both age groups, agencies did one or both of the following to assist youth with transportation. Youth
either successfully completed a driver’s education course resulting in the issuance of a driver’s permit

and/or demonstrated ability to utilize the transportation resources in their community.

Agencies were reimbursed for each youth who successfully completed a driver’s education course, passed
the driver’s test, and received a permit to drive. Agencies were also reimbursed for documenting the youth’s
ability to utilize transportation resources in their community (this would be reflected in youth’s successful
use of public transportation in getting to school, work, medical appointments, and other community

activities).

The following table shows the number of youth in each age group who achieved this milestone, the average

agency reimbursement cost for this milestone, and the range of costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement Range
achieved milestone | Reimbursement
Transportation 129 $223.00 $50.00 — $575.00
18-21 Performance Milestone Data
Milestone Total # of youth who Average Reimbursement Range
achieved milestone | Reimbursement
Transportation 267 $198.65 $40.00 - $670.00
Commentary:

* Some foster homes are not allowing youth in their placement to get their permits and driver’s license.

* Inrural areas, it is almost essential that the youth have another means for transportation other than
the bus system. This is especially true for those that need to complete job search and gain
employment. Taxi service is not available in all of our rural areas and is not usually a viable solution

for these youth.




Transition Portfolio

For both age groups, agencies assisted youth to acquire vital and important documents and to organize them
in a portfolio. Ata minimum, the transition portfolios contained the following;:

* birth certificate

* social security card, green card, or school visa (if necessary)

* school ID

» state ID or driver’s license

* school transcripts

* emergency contact form (which lists the youth’s medical provider, mental health provider, dentist,
and individuals in their support network such as foster parents, social worker, etc.)

* health insurance card

* names and contact information of known relatives and the agency contact person.

Agencies were reimbursed for each youth-specific transition portfolio completed and documented in the
youth’s file.

The following table shows the number of youth in each age group who achieved this milestone, the average
agency reimbursement cost for this milestone, and the range of costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement Range
achieved milestone | Reimbursement

Transition 104 $111.35 $15.00 — $300.00
Portfolio

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement Range
achieved milestone | Reimbursement

Transition 220 $171.46 $27.00 — $740.00
Portfolio

Commentary:

* Transition portfolios help youth stay organized and efficient.

* Agencies felt this milestone was challenging to achieve because of difficulty obtaining vital
documents. Many systemic rules and procedures become barriers for youth to obtain the necessary
documents for their portfolio.



Employment

For both age groups, agencies assisted youth in gaining and sustaining employment. Agencies were
reimbursed for youth who advanced in their employment by securing jobs with benefits or increased wages.
Agencies assisted youth through the provision of the Independent Living Skills curriculum, interview skills
training, resume writing, assistance with obtaining appropriate interview and work clothing, transportation
assistance, and conflict resolution skills. It was highly recommended that youth work no more than 15 hours
per week if they were going to school full time.

Agencies were reimbursed once a youth obtained a job and sustained it for three months and/or advanced
employment through promotion or a better job with benefits.

The following table shows the number of youth in each age group who achieved this milestone, the average
agency reimbursement cost for this milestone, and the range of costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone Reimbursement Range
Employment 70 $334.50 $20.00 — $1,250.00

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone Reimbursement Range
Employment 163 $356.40 $20.00 - $1,000.00
Commentary:

* Many youth, with the assistance of this program, managed to maintain their employment status.

* Despite work on resumes and interviewing skills, a number of youth lack employment experience or
struggle with being hired. One agency noted that they have partnered with other agencies to
provide additional services in response to this growing need.

* Retention of employment can be very challenging as youth often do not understand the importance
of on-the-job skill building, communication, attendance, and clothing/dress.

+ Itis difficult to find employment for youth with felony charges or criminal history. In an attempt to
find jobs for these youth, we network with felony friendly employers as well as other organizations
that specialize in this area such as HIRED. We also attempt to connect these youth to resources that
can help them resolve the issue through the court system.

+ Itis difficult to find appropriate part-time employment.

* Youth skills in the area of employment seeking and retaining one’s job are barriers to sustainability
to self-sufficiency. We continue in our groups and on an individual basis to educate on the
interviewing process, workforce center as resources to job opportunities, and the importance of
money budgeting.

* Many youth we work with do not have the necessary resources for transportation and find it
difficult to reach jobs that are too far from where they live.
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Education

For youth ages 16 and older, agencies either helped youth maintain school stability or graduate from high
school, depending on the youth’s year in school. School stability was demonstrated through a youth’s school
attendance and the maintenance of at least a 2.0 grade point average or equivalent. High school graduation
was demonstrated by the youth receiving a high school diploma. Agencies could request reimbursement for
both school stability and high school graduation at the end of each academic school year. If receiving a high
school diploma was not possible for any particular youth, agencies could receive reimbursement for assisting
the youth to obtain a GED.

For youth ages 18-21, agencies either helped youth graduate from high school, or if that was not possible,
obtain a GED. Agencies were reimbursed based on youth graduating from high school with a diploma or a
GED certificate.

For both age groups, agencies assisted youth in researching post-secondary options; helped them register
for, study, and take the ACT/SAT. Agencies assisted youth in applying for financial aid, including the Free
Application for Federal Student Aid (FAFSA) and Educational Training Vouchers (ETV’s). Agencies were
reimbursed once a youth was accepted into a post-secondary institution.

The following table shows the number of youth in each age group who achieved this milestone, the average
agency reimbursement cost for this milestone, and the range of costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone | Reimbursement Range
Education 87 $257.08 $20.00 — $1,000.00

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone | Reimbursement Range
Education 100 $312.04 $73.80 — $1,000.00
Commentary:

* Especially in the 4th quarter reporting period, the focus for many was on education — rallying youth to
finish the school year strong and feel a sense of accomplishment.

* Many youth maintained their education status and one agency reported all their seniors received
either their diploma or GED.

* Getting youth to pursue post-secondary training or pursue their GED is a challenge. Our strategies
for overcoming this challenge is simply to keep encouraging them, as well as when we meet one-on-
one, we try to sit down and show them how much more money they would be able to earn if they
extended their education.
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Medical and Mental Health

For both age groups, agencies assisted youth by ensuring that their physical and mental health treatment
needs were identified and that they had health care coverage and health care providers to meet their needs.
Agencies ensured that youth were aware of what they needed to do in order to take care of their medical and
mental health needs.

Agencies were reimbursed for the creation of a Medical and Mental Health Care Plan containing the above
elements which were documented in the youth’s file.

The following table shows the number of youth in each age group who achieved this milestone, the average
agency reimbursement cost for this milestone, and the range of costs for this milestone:

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone Reimbursement Range
Medical/Mental 128 $117.90 $4.00 — $300.00
Health Plan

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone Reimbursement Range
Medical/Mental 219 $115.24 $4.00 — $300.00
Health Plan
Commentary:

*  One agency reported that all of their youth have identified medical coverage and primary physicians.

» Itis difficult to provide supports under this grant to youth who are also diagnosed with an SPMI or
mental health diagnosis. There is a need to gear support and training toward recognition and focus
on managing mental health while youth remain in the program.

» Itis challenging for youth to maintain medical coverage and MFIP benefits.

* The area of mental health and managing one’s needs is a great barrier for the youth and accessing the
needed supports in a timely fashion. The systems to receive the services once youth are able to
recognize and take charge of one’s needs can become drawn out with the time it takes to receive an
appointment. That leads to loss or engagement from the youth. Youth continue to keep monitoring

their personal medication and the benefits for accessing it to their personal life successes and quality
of life.
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Housing

For both age groups, agencies assisted youth in developing a Housing Plan for obtaining appropriate
housing. In the case of youth ages 16 and older, the Housing Plan included appropriate housing once the
youth transitions out of placement. The Housing Plan included the name and address of the housing that
the youth was moving into and described the type of housing and supports that accompany that housing.
Agencies could not use homeless shelters as housing options for youth in the Housing Plan. In addition,
agencies had to include a Housing Crisis Plan to provide a secondary housing option if the first plan fell
through. In addition to the Housing Plan and Housing Crisis Plan, agencies helped youth create a budget
for housing in order to ensure that they saved enough money for a damage deposit and first month’s rent.

For youth ages 16 and older, agencies were reimbursed for the number of youth who moved into
appropriate housing from out-of-home placement and sustained or improved their housing status three
months subsequent to their initial move-in date.

For youth ages 18 — 21, agencies were reimbursed for the number of youth who moved into appropriate
housing and sustained or improved their housing status six months subsequent to their initial move-in date.
The primary focus of services for older youth was to advance their independent living skills and
employment in an effort to secure and sustain stable housing. Rental assistance, in the amount of up to
$1,000 per youth, was available as a support to the housing milestone to enable agencies to assist older youth
in paying for damage deposits, and first and last month’s rent for an apartment.

16+ Performance Milestone Data

Milestone Total # of youth who Average Reimbursement
achieved milestone | Reimbursement Range
Housing 9 $194.70 $48.00 — $500.00

18-21 Performance Milestone Data

Milestone Total # of youth who Average Reimbursement Range
achieved milestone | Reimbursement

Housing 125 $369.37 $91.00 - $1,000.00

Commentary:

* Many agencies reported it was a struggle to find affordable housing.

+ Still finding that youth are totally unprepared for moving out on their own.

* Lack of housing and employment has consistently been significant challenges for nearly every youth.
We have seen growing numbers of youth who obtain housing struggle to maintain it due to lack of
affordability. Many do not seek help until they’ve already been issued evictions, adding heavy court
fees to their already serious financial difficulties.
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Providers Serving 16+

Human Services, Inc.
PATH

Red Wing Outreach

Providers Serving 18 — 21

Ain Dah Yung

Catholic Charities (Hope Street)
Face to Face (Safezone)

Freeport West

Lutheran Social Services — Baxter
Lutheran Social Services — St. Paul
Safe Haven

The Bridge

Youthlink

YWCA of Duluth

APPENDIX

Providers Serving Both Populations

Arrowhead Economic Opportunity Agency
Catholic Charities (SAIL Program)
Complementary Support Services

Evergreen House

Fond du Lac Reservation
Genesis I
Hearthstone

Lutheran Social Services - Duluth
Lutheran Social Services - Willmar

Southwest MN Private Industry Council
Summit Academy

YMCA of Rochester
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APPENDIX E Foster Care Benefits Up To Age 21
Prepared 9-1-04 by Ann Ahstrom, Children’s Justice Initiative

Statutes and Administrative Rules Related to Court Jurisdiction, Services and
Continued Foster Care for Children beyond their 18t Birthdays

I. Court jurisdiction to 19th birthday: The following statute authorizes the
court to continue jurisdiction past the child’s 18th birthday to the child’s 19th
birthday when it is in the child’s best interests to do so. This option is not
available when the child is under court jurisdiction solely due to truancy. The
actual statute follows:

Minn. Stat. § 260C.193 Subd. 6. Termination of jurisdiction. The court may
dismiss the petition or otherwise terminate its jurisdiction on its own motion or
on the motion or petition of any interested party at any time. Unless terminated
by the court, and except as otherwise proved in this subdivision, the jurisdiction
of the court shall continue until the individual becomes 19 years of age if the
court determines it is in the best interest of the individual to do so. Court
jurisdiction under section 260C.007, subdivision 6, clause (14), may not continue
past the child’s 18th birthday.

II.  Assistance for state wards to age 21: The following administrative rule
requires that state wards have access to social services and financial assistance to
develop independent living skills. This access continues to age 21 if the “child”
is incapable of self-sustaining employment or in need of further training or
education. The actual administrative rule follows:

9560.0470 STATE GUARDIANSHIP ASISTANCE UP TO AGE 21. The local
agency in the child’s county of residence shall provide a child who has reached
the age of 16 years with social services and access to financial assistance to help
the child develop independent living skills. An individual who is under state
guardianship at age 18 continues to be eligible for social services and access to
tinancial assistance up to age 21 if the individual is incapable of self-sustaining
employment or is in need of continuing education or training beyond high
school.

For the purposes of this part, social services include counseling, training
in independent living skills, and access to community resources.

Six months before a child under state guardianship reaches age 18, the
local agency in the child’s county of residence shall inform the child, in writing,
of the child’s right to request the continuation of social services and access to
tinancial assistance beyond age 18.



III.  Availability of foster care to age 21: The following administrative rule
requires access to planning, maintenance and services for two populations of
children eligible to receive foster care to age 21:

Non-state wards (termination of parental rights has not occurred). Foster
children who are not state wards must:

Be in foster care immediately prior to 18t birthday; and

In foster care at the time of the request;

State wards (termination of parental rights has occurred, child under state
guardianship).

Foster children who are state wards:

May request case planning, services, and financial assistance at any time before
their 21st birthday

Agency’s obligation is to develop plan to meet the child’s vocational,
educational, social, or maturational needs. Maintenance (foster care payments)
or counseling benefits must be tied to that plan.

9560.0660 FOSTER CARE BENEFITS UP TO AGE 21. Within the six months
prior to a child’s 18th birthday, the local agency shall advise the child, the child’s
parents or legal guardian, and the foster parents of the availability of benefits up
to age 21 of the foster care program.

Upon the request of a person between the ages of 18 and 21 who is not under
state guardianship as dependent/neglected and who had been receiving foster
care benefits immediately prior to his or her 18t birthday and who is in foster
care at the time of the request, or upon the request at any time between the ages
of 18 and 21 of a person who had been under state guardianship as
dependent/neglected, the local agency shall develop, in conjunction with the
foster child and other appropriate parties, a specific plan related to that person’s
vocational, educational, social, or maturational needs and shall assure that any
maintenance or counseling benefits are tied to that plan.

Note: If a county denies foster care benefits up to age 21, the foster child, his/her

parents, or the poster parents may appeal the decision to the Minnesota

Department of Human Services. The request for an appeal hearing must be in

(sic) submitted in writing within 30 days of the county notification of denial. The

appeal can be completed and submitted on-line at

http:/ /www.dhs.state.mn.us/main/groups/agencywide /documents/pub/dhs
id_016399.hcsp#P28-1188



http://www.dhs.state.mn.us/main/groups/agencywide/documents/pub/dhs_id_016399.hcsp#P28-1188
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Transition Services by County
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¢ Healthy Transition 16+

® Homeless Prevention 18-21
v Healthy Transition 16+ and
Homeless Prevention 18-21
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Grantee

Counties Served

Contact Person

Telephone

Email

Ciakota County

Cakota

Sarsh Beilke

952-801-7849

sarsh beilkefico. dakota.mn us

Lutheran Social Services-Wilimar

Handiyohi and surrounding counties, Douglas

Liz Christznson

320-231-7075

echriste@lssmn oy

Lutheran Social Services-Duluth

St. Louis County in Duluth and on Iron Rangs

Angie Skogstad

218-722-2075

askogsta@lssmn.ong

Cathalic Charities

Stearns, Bentan, Sherburne and Wright

Stacy Pederson

320-240-5204

spedersaifgw. stcdic.org

Arrowhead Economic Opporiunify Agsncy

ltasca, Laks and Hoochiching

DieAnna Winge

218-327-1135

dwingeffasaa org

Rochester Area Family YMCA

Dimsted

Terssa Byland

507-287-2280

teresa@mentors.ong

Zenessis |l for Families

Henmepin and Ramsey

Micole Detersspader

612-617-0181 ext. 1227]

nicole detersspaden@gensscl org

Ain Dah Yumg

transifienal housing in 5t Faul for Native American

Richard Garland

G51-643-0631

richardfiaindahyung crg

White Earth Reservation Indian Child Weliare

reservation youth only

Kris LaFriniers

218-035-5564

krislifiwhiteearth com

Fond du Lac Reservation Human Senvices reseryation youth only Lisa Pollak 218-8758-2133 lisapoliak@fdirez.com

Mille Lacs Band of Ojibwe reservation youth only Ted Waukey J20-532-77E2 tedwiTimillefacsojlbwe nsn.us

Ford du Lac Reservation St. Louis and Carlton Liza Pollak 218-878-2129 lisapoliak@fdirs m
Grantee Counties Served Contact Person Telephone Email

Human Services, Inc. (HSl} ‘Washingion Cynthia Neubecker G51-351-3122 cneubecken@hsicarses.org

FATH

Ramsey. Hennepin, Stearns, Wright, Benton

Sara Larsen

G51-642-D452

slarsonif@pathing.org

Red Wing Outreach, inc.

Goodhue

Jinny Rietman

1-851-285-8372

JrigtmanniTwidi ws

Homeless Prevention 15-21

Grantee Counties Served Contact Person Telephone Ennail
Ain Dah Yurg Famsey Rich Garland 651-643-0831 richardfiaindahyung.org
ace Health and Counseling Senvices,
O Henmepin and Ramssy Diana Hayss B51-722-5583 haysdiffifaceface org
Fresport Wast, Inc. Henmepin and Ramesy Les Ann Brown 512-262-2702 lesann brownifrecporiwest org
Lutheran Social Services- Baxter ‘Wadena, Cass. Crow Wing, Todd, Aitkin Patrice O'Leany 218-825-4383 poieanyidissmin.ong
Lutheran Social Services- 51 Paul Ramsey Susan Phillips pel] sphillipsiissmn.ong
Safe Haven for Youth Dakota Dan Saad 2h2-440-5370 dibsaadi@unc.com
The Bridge Henmepin and Ramsey Michelle Cannelly 612-377-8800 m_con: bridgefonyouth org
Youthlink Henmepin and Ramsey Carol Gronfor 612-262-1208 cgronforidyouihinkmn.org
Josephine Pufpaff 612-252-1206 pufpa youthdinkmn.arg
YWEA of Duluth Et. Louis Wendy Ruhnke 218-722-T425 wendyi@ywcaduluth.org

Cathalic Charities - HOPE STREET/ST. JOSEPH

Henmepin and Ramssy

Andrea Simonstt

612-827-8371

asimonst@ccspmoorg

Grantee

Counties Served

Contact Person

Telephone

Email

Arrowhead Economic Opporiunity Agsncy (AEOA)

Hoochiching, Hasca. Lake

Gwen Gral

218-327-8748

porellfngwmail des.siate.mn.us

Catholic Charities - SAIL Program

Nille Lacs, Momson, Benton, Steams, Sherourne, Wright, Todd

Stacey Pederson

320-850-1540

spederson@sicdio.ong

Complementary Support Senvices

iChisago

Shelley Atwood

612-B61-1431

shelly. atwocdi@oss-web.org

The Evergresn House, Inc.

Selrami. Hubbard, Cass, Clearwatsr

Febecca Schusller

218-751-8223 ext. 120

rschusller@evergreenhouse.org

Genesss |l

Henmepin and Ramssy

Micole Detersspadsar

512-817-0181

nicole. g g—:'rsstadertl-qenes-sl.om'

Hearthstone of Minnescta

Ramsey, Hennepin, Clay, Dakets and Washington

Jan Gibson Talbot

B51-457-2620

ftalbofi@hearthsionemn.ong

Lutheran Social Services- Duluth

Sit. Louis

Cathy Bergh

218-725-4883

cherghi@issmn.org

Lutheran Social Services- |

Lac Qui Parle, Yellow Medicine, Redwood. Renville, Mandiyohi, Mesker

Liz Christenson

320-231-7075 ext. 1

echristai@issmrorg

Southwest Minnesota Private Industry Council, Ing

ddurray, Lincein and Lyon

Juanita Lauritsen

507-537-6087

ta lauritceni@state mn.us

Summit Academy OIC Henmepin Dievon Gilchrist 512-377-0180 dgilchristifisaoic.ong
Fochester Area Family YMCA Dimsted Teresa Byland 507-287-2280 ext. 227 |teresa@vmentors oo
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245.473 ACUTE CARE HOSPITAL INPATIENT SERVICES.
Subdivision 1Availability of acute careinpatient services. By
July 1, 1988, county boards must make availableutifnocontract or

direct provision enough acute care hospital inpdtieeatment
services as close to the county as possible fortsduth mental
illness residing in the county. Acute care hospitghtient treatment
services must be designed to:

(1) stabilize the medical and mental health coodifior which
admission is required;

(2) improve functioning to the point where dischatg residential
treatment or community-based mental health senigeessible; and

(3) facilitate appropriate referrals for follow-upental health care in
the community.

Subd. 2Specific requirements. Providers of acute care hospital
inpatient services must
meet applicable standards established by the conuness of health
and human services.

Subd. 3Admission, continued stay, and discharge criteria. No
later than January 1, 1992, the county board shallirenthat
placement decisions for acute care inpatient sesvare based on the
clinical needs of the adult. The county board sba#ure that each
entity under contract with the county to provide &ccére hospital
treatment services has admission, continued staghdrge criteria
and discharge planning criteria as part of the mtt Contracts shall
specify specific responsibilities between the couartg service
providers to ensure comprehensive planning andmaity of care
between needed services according to data privapyremments. All
contracts for the provision of acute care hospitphtient treatment
services must include provisions guaranteeing tdi¢me right to
appeal under sectid5.477and to be advised of their appeal rights.

Subd. 4Individual placement agreement. Except for services
reimbursed under chapters 256B and 256D, the ccurdayd shall
enter into an individual placement agreement withravider of
acute care hospital inpatient treatment servicemtadult eligible
for services under this section. The agreement spstify the
payment rate and the terms and conditions of couayyngnt for the
placement.

History: 1987 c 403 art 2 s28; 1989 ¢ 282 art 4 s 20; 1991 ¢ 292
art6s8,9

Copyright © 2007 by the Office of the Revisor ofaBttes, State of Minnesota. All
rights reserved.
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245.4883 ACUTE CARE HOSPITAL INPATIENT SERVICES.
Subdivision 1Availability of acute care hospital inpatient

services. County boards must make available through contradirect

provision enough acute care hospital inpatienttineat services as

close to the county as possible for children withese emotional

disturbances residing in the county needing thiglle¥ care. Acute care

hospital inpatient treatment services must be aesigo:

(1) stabilize the medical and mental health coodifior which
admission is required;

(2) improve functioning to the point where dischatg residential
treatment or community-based mental health senigesssible;

(3) facilitate appropriate referrals for follow-upental health care in the
community;

(4) work with families to improve the ability of tifamilies to care for
those children with severe emotional disturbancdsme; and

(5) assist families and children in the transitfoom inpatient services
to community-based services or home setting, andigeonotification

to the child's case manager, if any, so that the oanager can monitor
the transition and make timely arrangements forcthid's appropriate
follow-up care in the community.

Subd. 2Specific requirements. Providers of acute care hospital
inpatient services for children must meet applieadtandards
established by the commissioners of health and husearices.

Subd. 3Admission, continued stay, and discharge criteria. No
later than January 1, 1992, the county board shallirenthat placement
decisions for acute care hospital inpatient treatnservices are based
on the clinical needs of the child and, if apprapei the child's family.
The county board shall ensure that each entity uodetract with the
county to provide acute care hospital treatmentisesvhas admission,
continued stay, discharge criteria and dischargerpiey criteria as part
of the contract. Contracts should specify the spec#sponsibilities
between the county and service providers to ensurgrehensive
planning and continuity of care between neededisesvaccording to
data privacy requirements. All contracts for thevismn of acute care
hospital inpatient treatment services must inclpoevisions
guaranteeing clients the right to appeal underice@45.4887and to be
advised of their appeal rights.

History: 1989 c 282 art 4 s50; 1990 c 568 art 5s24; 1991 c 292 art 6 s
21,58 subd 1

Copyright © 2007 by the Office of the Revisor ofa8ttes, State of Minnesota. All
rights reserved.
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253.017 TREATMENT PROVIDED BY STATE-OPERATED
SERVICES.

Subdivision 1Active psychiatric treatment. The state-operated
services shall provide active psychiatric treatmeastording to
contemporary professional standards. Treatment brisiesigned to:

(1) stabilize the individual and the symptoms tleajuired hospital
admission;

(2) restore individual functioning to a level pettirig return to the
community;

(3) strengthen family and community support; and

(4) facilitate discharge, after care, and follow-agppatients return to
the community.

Subd. 2Need for services. The commissioner shall determine the
need for the psychiatric services provided by thead®pent based
upon individual needs assessments of persons ist#te-operated
services as required by sectidfa5.474, subdivision,Zand an
evaluation of: (1) state-operated services progrd&)sprograms
needed in the region for persons who require hakpétion, and (3)
available epidemiologic data. Throughout its plaxghand
implementation, the assessment process must besdisd with the
State Advisory Council on Mental Health in accordamgth its
duties under sectio®45.697 Continuing assessment of
this information must be considered in planningdad
implementing changes in state-operated programdauilities for
persons with mental illness. Expansion may be cameionly after
a thorough analysis of need and in conjunction witomprehensive
mental health plan.

Subd. 3Dissemination of admission and stay criteria. The
commissioner shall periodically disseminate critéomadmission
and continued stay in a state-operated services
facility. The commissioner shall disseminate theesra to the courts
of the state and counties.

History: 1989 c 282 art 6 s 26; 152003 c 14 art 6 s 41

Copyright © 2007 by the Office of the Revisor ofa8ites, State of Minnesota. All

rights reserved.
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256B.0623 ADULT REHABILITATIVE MENTAL HEALTH
SERVICES COVERED.

Subdivision 1Scope. Medical assistance covers adult
rehabilitative mental health services as definedubdivision 2,
subject to federal approval, if provided to recijigeas defined in
subdivision 3 and provided by a qualified providatiy meeting the
standards in this section and by a qualified indiaidprovider
working within the provider's scope of practice adentified
in the recipient's individual treatment plan asined in section
245.462, subdivision J4nd if determined to be medically necessary
according to sectiof2Q.53

Subd. 2Definitions. For purposes of this section, the following
terms have the meanings given them.

(a) "Adult rehabilitative mental health serviceséams mental health
services which are rehabilitative and enable tlugorent to develop
and enhance psychiatric stability, social competen@ersonal and
emotional adjustment, and independent living andmainity skills,
when these abilities are impaired by the symptommeaftal illness.
Adult rehabilitative mental health services areoappropriate when
provided to enable a recipient to retain stabilityg a

functioning, if the recipient would be at risk agsificant functional
decompensation or more restrictive service settmigisout these
services.

(1) Adult rehabilitative mental health servicestinst, assist, and
support the recipient in areas such as: interpa@lscommunication
skills, community resource utilization and integoatiskills, crisis
assistance, relapse prevention skills, health daeetives, budgeting
and shopping skills, healthy lifestyle skills anégtices, cooking
and nutrition skills, transportation skills, medica education and
monitoring, mental illness symptom management skiltaisehold
management skills, employment-related skills, aaddition to
community living services.

(2) These services shall be provided to the renipo® a one-to-one
basis in the recipient's home or another commuratiirgy or in
groups.

(b) "Medication education services" means servrevided
individually or in groups which focus on educatifg trecipient
about mental illness and symptoms; the role ancceffe

of medications in treating symptoms of mental illsiesnd the side
effects of medications. Medication education isrdomated with
medication management services and does not diplica

it. Medication education services are provided bysitians,
pharmacists, physician's assistants, or registenesks.

(c) "Transition to community living services" measexvices which
maintain continuity of contact between the rehaiidn services
provider and the recipient and which facilitateatiarge from a
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hospital, residential treatment program under Mguia Rules,
chapter 9505, board and lodging facility, or nursivogne. Transition
to community living services are not intended tovyide other areas
of adult rehabilitative mental health services.

Subd. 3Eligibility. An eligible recipient is an individual who:
(1) is age 18 or older;

(2) is diagnosed with a medical condition, suchmastal illness or
traumatic brain injury, for which adult rehabilita& mental health
services are needed;

(3) has substantial disability and functional impant in three or
more of the areas listed in secti®#5.462, subdivision 11&o0 that
self-sufficiency is markedly reduced; and

(4) has had a recent diagnostic assessment by digdigrofessional
that documents adult rehabilitative mental headtviees are
medically necessary to address identified disabilitg functional
impairments and individual recipient goals.

Subd. 4Provider entity standards. (a) The provider entity must
be certified by the state following the certificatiprocess and
procedures developed by the commissioner.

(b) The certification process is a determinatiotcawhether the
entity meets the standards in this subdivision. démtification must
specify which adult rehabilitative mental healthvsees

the entity is qualified to provide.

(c) A noncounty provider entity must obtain additiboartification
from each county in which it will provide servicélhe additional
certification must be based on the adequacy of tii¢yés knowledge
of that county's local health and human service systnd the
ability of the entity to coordinate its services witte other services
available in that county. A county-operated entity tratstain this
additional certification from any other county in whiit will
provide services.

(d) Recertification must occur at least every thyears.

(e) The commissioner may intervene at any time are rdiéy
providers with cause. The decertification is subjecappeal to the
state. A county board may recommend that the state

decertify a provider for cause.

(f) The adult rehabilitative mental health servigesvider entity
must meet the following standards:

(1) have capacity to recruit, hire, manage, andtnagéntal health
professionals, mental health practitioners, andtaldrealth
rehabilitation workers;

(2) have adequate administrative ability to enswalability of
services;

(3) ensure adequate preservice and inservice agaimg training for
staff;

(4) ensure that mental health professionals, mdrdalth
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practitioners, and mental health rehabilitation kess are skilled in
the delivery of the specific adult rehabilitative mba health
services provided to the individual eligible reeipf;
(5) ensure that staff is capable of implementinijuzally specific
services that are culturally competent and apprtg@aa determined
by the recipient's culture, beliefs, values, andjleage
as identified in the individual treatment plan;
(6) ensure enough flexibility in service deliveryraspond to the
changing and intermittent care needs of a recipasntientified by
the recipient and the individual treatment plan;
(7) ensure that the mental health professional emtal health
practitioner, who is under the clinical supervismina mental health
professional, involved in a recipient's servicedipgpates
in the development of the individual treatment plan
(8) assist the recipient in arranging needed casgessment,
intervention, and stabilization services;
(9) ensure that services are coordinated with otbepient mental
health services providers and the county mentaltheaithority and
the federally recognized American Indian authority aecessary
others after obtaining the consent of the recipi8etrvices must also
be coordinated with the recipient's case manageea coordinator
if the recipient is receiving case management oe caordination
services;
(10) develop and maintain recipient files, indivadiitreatment plans,
and contact charting;
(11) develop and maintain staff training and persfiiles;
(12) submit information as required by the state;
(13) establish and maintain a quality assurance fgavaluate the
outcome of services
provided;
(14) keep all necessary records required by law;
(15) deliver services as required by sect2d®.461
(16) comply with all applicable laws;
(17) be an enrolled Medicaid provider;
(18) maintain a quality assurance plan to determpexific service
outcomes and the recipient's satisfaction with ises; and
(19) develop and maintain written policies and gaures regarding
service provision and administration of the providatity.

Subd. 5Qualifications of provider staff. Adult rehabilitative
mental health services must
be provided by qualified individual provider staffa certified
provider entity. Individual provider
staff must be qualified under one of the followicriteria:

(1) a mental health professional as definesleiction245.462,
subdivision 18clauses (1) to (5). If the recipient has a curren
diagnostic assessment by a licensed mental healtegsional
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as defined in sectioR45.462, subdivision 1&lauses (1) to (5),
recommending receipt of adult mental health relit@bive services,
the definition of mental health professional forpases of this
section includes a person who is qualified undetise 245.462,
subdivision 18clause (6), and who holds a current and valid
national certification as a certified rehabilitatioounselor or
certified psychosocial rehabilitation practitioner;

(2) a mental health practitioner as definedention245.462,
subdivision 17 The mental health practitioner must work under th
clinical supervision of a mental health professipna

(3) a certified peer specialist under sec266B.0615 The
certified peer specialist must work under the datisupervision of a
mental health professional; or

(4) a mental health rehabilitation worker. Anted health
rehabilitation worker means a staff person workimgler the
direction of a mental health practitioner or mertehlth professional
and under the clinical supervision of a mental tleptofessional in
the implementation of rehabilitative mental hea#rvices as
identified in the recipient's individual treatmgaiin who:

(i) is at least 21 years of age;

(if) has a high school diploma or equivalent;

(iii) has successfully completed 30 hours oirtireg during the
past two years in all of the following areas: reergirights,
recipient-centered individual treatment planning,
behavioral terminology, mental iliness, co-occurringntal illness
and substance abuse, psychotropic medicationsidadkfects,
functional assessment, local community resourcadt ad
vulnerability, recipient confidentiality; and

(iv) meets the qualifications in subitem (A) (&):

(A) has an associate of arts degree in onb@bthavioral
sciences or human services, or is a registerecenwitbiout a
bachelor's degree, or who within the previous tearydas:

(1) three years of personal life experience wihous and
persistent mental illness;

(2) three years of life experience as a primanggiver to an adult
with a serious mental
illness or traumatic brain injury; or

(3) 4,000 hours of supervised paid work expereein the delivery
of mental health services
to adults with a serious mental illness or traumatiain injury; or

(B)(1) is fluent in the non-English languagecompetent in the
culture of the ethnic group to which at least 2@cpet of the mental
health rehabilitation worker's clients belong;

(2) receives during the first 2,000 hours ofrkyanonthly
documented individual clinical supervision by a natitealth
professional;
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(3) has 18 hours of documented field supervidig a mental
health professional or practitioner during thetfit60 hours of
contact work with recipients, and at least six Isooifr
field supervision quarterly during the following year

(4) has review and cosignature of chartingezipient contacts
during field supervision by a mental health profeasi or
practitioner; and

(5) has 40 hours of additional continuing edicsaon mental
health topics during the first year of employment.

Subd. 6Required training and supervision. (a) Mental health
rehabilitation workers must receive ongoing conitigueducation
training of at least 30 hours every two years in su@a
mental illness and mental health services and @heas specific to
the population being served. Mental health rehttibn workers
must also be subject to the ongoing direction didcal
supervision standards in paragraphs (c) and (d).

(b) Mental health practitioners must receive ongaiontinuing
education training as required by their professidicainse; or if the
practitioner is not licensed, the practitioner miesteive ongoing
continuing education training of at least 30 hoewery two years in
areas of mental illness and mental health servidesital health
practitioners must meet the ongoing clinical supgon standards in
paragraph (c).

(c) Clinical supervision may be provided by a fuli-part-time
qualified professional employed by or under contreith the
provider entity. Clinical supervision may be provideginteractive
videoconferencing according to procedures develdpethe
commissioner. A mental health professional prowydatinical
supervision of staff delivering adult rehabilitagimental health
services must provide the following guidance:

(1) review the information in the recipient's file;

(2) review and approve initial and updates of indixal treatment
plans;

(3) meet with mental health rehabilitation workarsl practitioners,
individually or in small groups, at least monthlydiscuss treatment
topics of interest to the workers and practitioners

(4) meet with mental health rehabilitation workarsl practitioners,
individually or in small

groups, at least monthly to discuss treatment ptdmscipients, and
approve by signature and document in the recipidig'sny
resulting plan updates;

(5) meet at least monthly with the directing meaalth
practitioner, if there is one, to review needstd adult rehabilitative
mental health services program, review staff om-sit
observations and evaluate mental health rehabdiiatorkers, plan
staff training, review program evaluation and depehent, and



consult with the directing practitioner; and

(6) be available for urgent consultation as thevimdial recipient
needs or the situation necessitates.

(d) An adult rehabilitative mental health servigesvider entity
must have a treatment director who is a mentalthgahctitioner or
mental health professional. The treatment director

must ensure the following:

(1) while delivering direct services to recipierasnewly hired
mental health rehabilitation worker must be dirgabserved
delivering services to recipients by a mental hepttrctitioner

or mental health professional for at least six squer 40 hours
worked during the first 160 hours that the mentdlth
rehabilitation worker works;

(2) the mental health rehabilitation worker musteige ongoing on-
site direct service observation by a mental healtligssional or
mental health practitioner for at least six howsdvery six months
of employment;

(3) progress notes are reviewed from on-site serglzservation
prepared by the mental

health rehabilitation worker and mental health pteomer for
accuracy and consistency with actual recipient cdrgad the
individual treatment plan and goals;

(4) immediate availability by phone or in person éonsultation by
a mental health

professional or a mental health practitioner torntental health
rehabilitation services worker during service psion;

(5) oversee the identification of changes in indual recipient
treatment strategies, revise the plan, and comnatmicreatment
instructions and methodologies as appropriate smenthat
treatment is implemented correctly;

(6) model service practices which: respect thepieat, include the
recipient in planning and implementation of theindual treatment
plan, recognize the recipient's strengths, collateor

and coordinate with other involved parties and pexs;

(7) ensure that mental health practitioners andtaidrealth
rehabilitation workers are able to effectively conmuoate with the
recipients, significant others, and providers; and

(8) oversee the record of the results of on-siteeolation and
charting evaluation and corrective actions takemtalify the work
of the mental health practitioners and mental tmeahabilitation
workers.

(e) A mental health practitioner who is providimgdtment direction
for a provider entity must receive supervision askemonthly from a
mental health professional to:

(1) identify and plan for general needs of the rezippopulation
served;



(2) identify and plan to address provider entity peog needs and
effectiveness;

(3) identify and plan provider entity staff trainiagd personnel
needs and issues; and

(4) plan, implement, and evaluate provider entitglgy
improvement programs.

Subd. 7Personnel file. The adult rehabilitative mental health
services provider entity must maintain a personibeldn each staff.
Each file must contain:

(1) an annual performance review;

(2) a summary of on-site service observations ardtoiy review;
(3) a criminal background check of all direct seevstaff;

(4) evidence of academic degree and qualifications;

(5) a copy of professional license;

(6) any job performance recognition and disciplinacyions;

(7) any individual staff written input into own permel file;

(8) all clinical supervision provided; and

(9) documentation of compliance with continuing ealtion
requirements.

Subd. 8Diagnostic assessment. Providers of adult rehabilitative
mental health services must complete a diagnossessment as
defined in sectior245.462, subdivision,ithin five days after the
recipient's second visit or within 30 days afteakd, whichever
occurs first. In cases where a diagnostic assedsisenailable that
reflects the recipient's current status, and has lsempleted within
180 days preceding admission, an update must beletedp An
update shall include a written summary by a mentalthe
professional of the recipient's current mental theatatus and
service needs. If the recipient's mental healttusthas changed
significantly since the adult's most recent diagitosssessment, a
new diagnostic assessment is required. For inmalementation of
adult rehabilitative mental health services, uatihe 30, 2005, a
diagnostic assessment that reflects the recipienti®ent status and
has been completed within the past three years gieg@dmission
is acceptable.

Subd. 9Functional assessment. Providers of adult rehabilitative
mental health services must complete a writtentional assessment
as defined in sectioR45.462, subdivision 1]1dor each recipient.
The functional assessment must be completed wi@idays of
intake, and reviewed and updated at least everynsixths after it is
developed, unless there is a significant changlerfunctioning of
the recipient. If there is a significant changdunctioning, the
assessment must be updated. A single functionakassent can
meet case management and adult rehabilitative hieegdth
services requirements if agreed to by the recipiéntess
the recipient refuses, the recipient must haveia@nt participation
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in the development of the functional assessment.

Subd. 10Individual treatment plan. All providers of adult
rehabilitative mental health
services must develop and implement an individtedtiment plan
for each recipient. The provisions in clauses fig &) apply:
(1) Individual treatment plan means a plan of imégtion, treatment,
and services for an individual recipient writtendynental health
professional or by a mental health practitioner uribe clinical
supervision of a mental health professional. ThiBvilnlual treatment
plan must be based on diagnostic and functionasassents. To the
extent possible, the development and implementaifantreatment
plan must be a collaborative process involvingriépient, and
with the permission of the recipient, the recipiefamily and others
in the recipient's support system. Providers of adkHabilitative
mental health services must develop the individual
treatment plan within 30 calendar days of intakee Tieatment plan
must be updated at least every six months thereaftenore often
when there is significant change in the recipient's
situation or functioning, or in services or servinethods to be used,
or at the request of the recipient or the recipselgtgal guardian.
(2) The individual treatment plan must include:
(i) a list of problems identified in the assessment
(i) the recipient's strengths and resources;
(iii) concrete, measurable goals to be achievedying time
frames for achievement;
(iv) specific objectives directed toward the acl@ment of each one
of the goals;
(v) documentation of participants in the treatmglainning. The
recipient, if possible, must be a participant. Teeipient or the
recipient's legal guardian must sign the treatnpgt, or
documentation must be provided why this was notiptssA copy
of the plan must be given to the recipient or legardian. Referral
to formal services must be arranged, including gjwec
providers where applicable;
(vi) cultural considerations, resources, and neddbe recipient
must be included;
(vii) planned frequency and type of services musiniteated; and
(viii) clear progress notes on outcome of goals.
(3) The individual community support plan definedsection
245.462, subdivision J2nay serve as the individual treatment plan
if there is involvement of a mental health case aggm,
and with the approval of the recipient. The indival community
support plan must include the criteria in clause (2

Subd. 11Recipient file. Providers of adult rehabilitative mental
health services must maintain a file for each riecipthat contains
the following information:
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(1) diagnostic assessment or verification of itsalibon that is current
and that was reviewed by a mental health profeskiwha is
employed by or under contract with the provider gmntit
(2) functional assessments;
(3) individual treatment plans signed by the reaipi@nd the mental
health professional, or if the recipient refusedign the plan, the
date and reason stated by the recipient as to whyethpient would
not sign the plan;
(4) recipient history;
(5) signed release forms;
(6) recipient health information and current metimas;
(7) emergency contacts for the recipient;
(8) case records which document the date of sertheeplace of
service delivery, signature of
the person providing the service, nature, extedtwarits of service,
and place of service delivery;
(9) contacts, direct or by telephone, with recipi®fdamily or others,
other providers, or other resources for servicedioation;
(10) summary of recipient case reviews by staff; and
(11) written information by the recipient that thexipient requests
be included in the file.

Subd. 12Additional requirements. (a) Providers of adult
rehabilitative mental health
services must comply with the requirements relatongeferrals for
case management in sectipf5.467, subdivision.4
(b) Adult rehabilitative mental health services previded for most
recipients in the recipient's home and communityvies may also
be provided at the home of a relative or significatier, job site,
psychosocial clubhouse, drop-in center, social isgtitlassroom, or
other places in the community. Except for "transitio community
services," the place of service does not includegional treatment
center, nursing home, residential treatment faclitensed under
Minnesota Rules, parts 9520.0500 to 9520.0670 (B@)eor an
acute care hospital.
(c) Adult rehabilitative mental health services nigeyprovided in
group settings if appropriate to each participatiegpient's needs
and treatment plan. A group is defined as two todigeents, at least
one of whom is a recipient, who is concurrentlyeigig a service
which is identified in this section. The servicedagroup must be
specified in the recipient's treatment plan. No entbran two
qualified staff may bill Medicaid for services proed to the same
group of recipients. If two adult rehabilitative mal health workers
bill for recipients in the same group session, thmst each bill for
different recipients.

Subd. 13Excluded services. The following services are excluded
from reimbursement as adult rehabilitative mentlth services:
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(1) recipient transportation services;

(2) a service provided and billed by a provider vilnoot enrolled to
provide adult rehabilitative mental health service;

(3) adult rehabilitative mental health servicesfpened by
volunteers;

(4) provider performance of household tasks, chaveselated
activities, such as laundering

clothes, moving the recipient's household, housgikeg and grocery
shopping for the recipient;

(5) direct billing of time spent "on call* when ndglivering services
to recipients;

(6) activities which are primarily social or recrieaial in nature,
rather than rehabilitative, for the individual rei@nt, as determined
by the individual's needs and treatment plan;

(7) job-specific skills services, such as on-thke4@ining;

(8) provider service time included in case managéme
reimbursement;

(9) outreach services to potential recipients;

(10) a mental health service that is not medicadlgessary; and
(11) any services provided by a hospital, board addihg, or
residential facility to an individual who is a pattan or resident of
that facility.

Subd. 14Billing when services are provided by qualified state
staff. When rehabilitative services are provided by gidifstate
staff who are assigned to pilot projects underisact
245.4661 the county or other local entity to which the qgfiat state
staff are assigned may consider these staff pateofocal provider
entity for which certification is sought under this
section and may bill the medical assistance progamualifying
services provided by the qualified state staff. Payta for services
provided by state staff who are assigned to adufttaidnealth
initiatives shall only be made from federal funds.

History: 152001 c 9 art 9 s39; 2002 ¢ 277 s11; 2002 c 379 art1s
113; 152003 ¢ 14 art 3 s 20-24; 2007 c 147 art 8 s 18

Copyright © 2007 by the Office of the Revisor ofaBittes, State of Minnesota. All

rights reserved.


https://www.revisor.leg.state.mn.us/statutes?id=245%2E4661

253B.20 DISCHARGE; ADMINISTRATIVE PROCEDURE.

Subdivision 1Noticeto court. When a committed person is
discharged, provisionally discharged, transferredrtother
treatment facility, or partially hospitalized, or whthe person dies,
is absent without authorization, or is returnea titeatment facility
having custody of the patient shall notify the comimg court, the
county attorney, and the patient's attorney.

Subd. 2Necessities. The head of the treatment facility shall make
necessary arrangements at the expense of the gtiatgure that no
patient is discharged or provisionally dischargethaut suitable
clothing. The head of the treatment facility shdlhecessary,
provide the patient with a sufficient sum of moneysecure
transportation home, or to another destinatiorheffiatient's choice,
if the destination is located within a reasonalhiktance of the
treatment facility. The commissioner shall estabpsbcedures by
rule to help the patient receive all public assisebenefits provided
by state or federal law to which the patient is edi by residence
and circumstances. The rule shall be uniformly agpin all
counties. All counties shall provide temporary relidnenever
necessary to meet the intent of this subdivision.

Subd. 3Notice to designated agency. The head of the treatment
facility, upon the provisional discharge of any cortied person,
shall notify the designated agency before the pateaes the
treatment facility. Whenever possible the noticelldbe given at
least one week before the patient is to leave aldity.

Subd. 4Aftercare services. Prior to the date of discharge or
provisional discharge of any committed person, tegghated
agency of the county of the patient's residencepoperation with
the head of the treatment facility, and the patsepliysician, if
notified pursuant to subdivision 6, shall establsstontinuing plan
of aftercare services for the patient includingangor medical and
psychiatric treatment, nursing care, vocationalsaasce, and other
assistance the patient needs. The designated agkatiyprovide
case management services, supervise and asszatilkat in finding
employment, suitable shelter, and adequate medmnchpaychiatric
treatment, and aid in the patient's readjustmetihéccommunity.

Subd. 5Consultation. In establishing the plan for aftercare
services the designated agency
shall consult with persons or agencies, including public health
nurse as defined in section
145A.02, subdivision 1,8and vocational rehabilitation personnel, to
insure adequate planning and
periodic review for aftercare services.

Subd. 6Notice to physician. The head of the treatment facility
shall notify the physician of any committed persothattime of the
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patient's discharge or provisional discharge, umntas
patient objects to the notice.

Subd. 7Services. A committed person may at any time after
discharge, provisional discharge or partial treattnapply to the
head of the treatment facility within whose distitise committed
person resides for treatment. The head of thertrest facility, on
determining that the applicant requires servicey pravide needed
services related to mental illness, developmentaidlity, or
chemical dependency to the applicant. The servical be provided
in regional centers under terms and conditionshbéistaed by the
commissioner.

History: 1982 ¢ 581 s 20; 1986 c 444; 1987 c 309 s 24; 1997 c 217
art 1 s105-109; 2005c 56 s 1
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DEPARTMENT OF HUMAN SERVICES DISCHARGE PLANNING
MENTAL HEALTH STATUTES

253B.16 DISCHARGE OF COMMITTED PERSONS.

Subdivision 1. Datel he head of a treatment facility shall
discharge any patient admitted as a person who is mentally ill or
chemically dependent, or a person with a developmental disability
admitted under Minnesota Rules of Criminal Procedure, rules 20.01
and 20.02, to the secure bed component of the Minnesota extended
treatment options when the head of the facility certifiesthat the
person isno longer in need of care and treatment or at the
conclusion of any period of time specified in the commitment order,
whichever occursfirst. The head of a treatment facility shall
discharge any person admitted as developmentallpldidaexcept
those admitted under Minnesota Rules of CriminalcBdure, rules
20.01and20.02 to the secure bed component of the Minnesota
extended treatment options, when that person'®sirg team has
determined, under secti@b6B.092, subdivision,&hat the person's
needs can be met by services provided in the contgnand a plan
has been developed in consultation with the insmigiinary team to
place the person in the available community services

Subd. 2Notification of discharge. Prior to the discharge or
provisional discharge of any committed person, tbadof the
treatment facility shall notify the designated ageany the patient's
spouse, or if there is no spouse, then an aduld,cbi if there is
none, the next of kin of the patient, of the progmbslischarge. The
notice shall be sent to the last known addrest@fperson to be
notified by certified mail with return receipt. Thetice shall include
the following: (1) the proposed date of discharg@mvisional
discharge; (2) the date, time and place of the mgetf the staff
who have been treating the patient to discuss drgghand discharge
planning; (3) the fact that the patient will be geat at the meeting;
and (4) the fact that the next of kin may attend #taff meeting and
present any information relevant to the dischargthefpatient. The
notice shall be sent at least one week prior tadtite set for the
meeting.

History: 1982 ¢ 581 s 16; 1986 c 444; 1988 c 623 s 15; 1997 c 217
art 1s83; 2002 c 221 s27; 2005c56s1
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253B.20 DISCHARGE; ADMINISTRATIVE PROCEDURE.

Subdivision 1Noticeto court. When a committed person is
discharged, provisionally discharged, transferredrtother
treatment facility, or partially hospitalized, or whthe person dies,
is absent without authorization, or is returnea titeatment facility
having custody of the patient shall notify the comimg court, the
county attorney, and the patient's attorney.

Subd. 2Necessities. The head of the treatment facility shall make
necessary arrangements at the expense of the gtiatgure that no
patient is discharged or provisionally dischargethaut suitable
clothing. The head of the treatment facility shdlhecessary,
provide the patient with a sufficient sum of moneysecure
transportation home, or to another destinatiorheffiatient's choice,
if the destination is located within a reasonalhiktance of the
treatment facility. The commissioner shall estabpsbcedures by
rule to help the patient receive all public assisebenefits provided
by state or federal law to which the patient is edi by residence
and circumstances. The rule shall be uniformly agpin all
counties. All counties shall provide temporary relidnenever
necessary to meet the intent of this subdivision.

Subd. 3Notice to designated agency. The head of the treatment
facility, upon the provisional discharge of any cortied person,
shall notify the designated agency before the pateaes the
treatment facility. Whenever possible the noticelldbe given at
least one week before the patient is to leave aldity.

Subd. 4Aftercare services. Prior to the date of discharge or
provisional discharge of any committed person, tegghated
agency of the county of the patient's residencepoperation with
the head of the treatment facility, and the patsepliysician, if
notified pursuant to subdivision 6, shall establsstontinuing plan
of aftercare services for the patient includingangor medical and
psychiatric treatment, nursing care, vocationalsaasce, and other
assistance the patient needs. The designated agkatiyprovide
case management services, supervise and asszatilkat in finding
employment, suitable shelter, and adequate medmnchpaychiatric
treatment, and aid in the patient's readjustmetihéccommunity.

Subd. 5Consultation. In establishing the plan for aftercare
services the designated agency shall consult withopes or
agencies, including any public health nurse as édfin section
145A.02, subdivision 1,8and vocational rehabilitation personnel, to
insure adequate planning and periodic review ftegrabre services.

Subd. 6Notice to physician. The head of the treatment facility
shall notify the physician of any committed persothattime of the
patient's discharge or provisional discharge, unths patient
objects to the notice.
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Subd. 7Services. A committed person may at any time after
discharge, provisional discharge or partial treattnapply to the
head of the treatment facility within whose distticé
committed person resides for treatment. The hedabeofreatment
facility, on determining that the applicant requisesvice, may
provide needed services related to mental illnésgelopmental
disability, or chemical dependency to the applicaie services
shall be provided in regional centers under ternmts @nditions
established by the commissioner.

History: 1982 ¢ 581 s 20; 1986 c 444; 1987 c 309 s 24; 1997 c 217
art 1 s105-109; 2005c 56 s 1
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245.4711 CASE MANAGEMENT SERVICES.

Subdivision 1Availability of case management services. (a) By
January 1, 1989, the county board shall provide oe@agement
services for all adults with serious and persistaantal illness who
are residents of the county and who request or carieghe services
and to each adult for whom the court appoints & casnager.
Staffing ratios must be sufficient to serve thedwseef the clients.
The case manager must meet the requirements isS&et5.462,
subdivision 4.

(b) Case management services provided to adults seitious and
persistent mental illness eligible for medical atmice must be
billed to the medical assistance program undernees256B.02,
subdivision 8 and256B.0625

(c) Case management services are eligible for rersgament under
the medical assistance program. Costs associatbdwantoring,
supervision, and continuing education may be induidethe
reimbursement rate methodology used for case marexgeservices
under the medical assistance program.

Subd. 2Notification and deter mination of case management
eligibility. (a) The county board shall notify the adult of tloelds
potential eligibility for case management servicethim five
working days after receiving a request from an irdlial or a
referral from a provider under secti@i5.467, subdivision.4The
county board shall send a written notice to the taudl the adult's
representative, if any, that identifies the desigdatase management
providers.

(b) The county board must determine whether an adidt requests
or is referred for case management services mbetsriteria of
section245.462, subdivision 2(paragraph (c). If a diagnostic
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assessment is needed to make the determinatiooptirgy board
shall offer to assist the adult in obtaining a diastic assessment.
The county board shall notify, in writing, the adaitd the adult's
representative, if any, of the eligibility determiroat. If the adult is
determined to be eligible for case management sesyithe county
board shall refer the adult to the case manageprenider for case
management services. If the adult is determinedambt eligible or
refuses case management services, the local agbaliyofer to
refer the adult to a mental health provider or otdygpropriate
service provider and to assist the adult in malkingppointment
with the provider of the adult's choice.

Subd. 3Duties of case manager. Upon a determination of
eligibility for case management services, and ifddelt consents to
the services, the case manager shall completeteewfunctional
assessment according to secti#b.462, subdivision 11&8 he case
manager shall develop an individual community supptan for the
adult according to subdivision 4, paragraph (ayiew the adult's
progress, and monitor the provision of serviceselivices are to be
provided in a host county that is not the countyioémcial
responsibility, the case manager shall consult wighhost county
and obtain a letter demonstrating the concurreficeeohost county
regarding the provision of services.

Subd. 4Individual community support plan. (a) The case
manager must develop an individual community supplan for
each adult that incorporates the client's individusatment plan.
The individual treatment plan may not be a subsifot the
development of an individual community support plahe
individual community support plan must be develop&itin 30
days of client intake and reviewed at least every d&®fs after it is
developed, unless the case manager receives &nratjuest from
the client or the client's family for a review oftlplan every 90 days
after it is developed. The case manager is resptn®&r developing
the individual community support plan based on @udstic
assessment and a functional assessment and foenmepting and
monitoring the delivery of services according to iheividual
community support plan. To the extent possible,athelt with
serious and persistent mental illness, the perdanidy, advocates,
service providers, and significant others mustrwived in all
phases of development and implementation of thevididal or
family community support plan.

(b) The client's individual community support plamsh state:

(1) the goals of each service;

(2) the activities for accomplishing each goal;

(3) a schedule for each activity; and

(4) the frequency of face-to-face contacts by the caanager, as
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appropriate to client need and the implementatiotine individual
community support plan.

Subd. 5Coordination between case manager and community
support services. The county board must establish procedures that
ensure ongoing contact and coordination betweerdse manager
and the community support services program as vgetither mental
health services.

Subd. 6.[Repealed, 1990 c 568 art 5 s 35]

Subd. 7.[Repealed, 1990 c 568 art 5 s 35]

Subd. 8.[Repealed, 1990 c 568 art 5 s 35]

Subd. 9.[Repealed, 1997 c 93 s 4]

History: 1989 c 282 art 4 s 17; 1990 c 568 art 5 s 4-6; 1991 c 292
art6s5; 1997c93s1; 1999c 245 art5s4
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245.4712 COMMUNITY SUPPORT AND DAY TREATMENT
SERVICES.

Subdivision 1Availability of community support services. (a)
County boards must provide or contract for suffitieommunity
support services within the county to meet the neddslults with
serious and persistent mental illness who are eessdof the county.
Adults may be required to pay a fee according toiee@45.481
The community support services program must be designed to
improve the ability of adults with serious and persistent mental
illnessto:

(1) work in a regular or supported work envirnt;

(2) handle basic activities of daily living;

(3) participate in leisure time activities;

(4) set goals and plans; and

(5) obtain and maintain appropriate living arrangements.

The community support services program must hésdesigned to
reduce the need for and use of more intensiveycast restrictive
placements both in number of admissions and leafjtay.

(b) Community support services are those sesvicat are
supportive in nature and not necessarily treatmaented, and
include:

(1) conducting outreach activities such as heisgs, health and
wellness checks, and problem solving;

(2) connecting people to resources to meet thesic needs;

(3) finding, securing, and supporting peopléheir housing;

(4) attaining and maintaining health insurabeeaefits;

(5) assisting with job applications, findingdamaintaining
employment, and securing a stable financial situatio

(6) fostering social support, including suppgmups, mentoring,
peer support, and other efforts to prevent isolatind promote
recovery; and

(7) educating about mental illness, treatmant recovery.

(c) Community support services shall use allilabée funding
streams. The county shall maintain the level of exift@res for this
program, as required under sect®b.4835 County boards must
continue to provide funds for those services noteced by other
funding streams and to maintain an infrastructoredrry out these
services.

(d) The commissioner shall collect data on camity support
services programs, including, but not limited teptbgraphic
information such as age, sex, race, the numbeeople served, and
information related to housing, employment, hospitdion,
symptoms, and satisfaction with services.

Subd. 2Day treatment services provided. (a) Day treatment
services must be developed as a part of the contypnsapport
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services available to adults with serious and gegat mental illness
residing in the county. Adults may be required to pdge according
to section245.481 Day treatment services must be designed to:
(1) provide a structured environment for treatment;

(2) provide support for residing in the community;

(3) prevent placement in settings that are morenisitve, costly, or
restrictive than necessary and appropriate to mesttaeed,

(4) coordinate with or be offered in conjunctionthva local
education agency's special education program; and

(5) operate on a continuous basis throughout the yea

(b) For purposes of complying with medical assiséareqjuirements,
an adult day treatment program may choose among ¢tleotls of
clinical supervision specified in:

(1) Minnesota Rules, part 9505.0323, subpart I ife

(2) Minnesota Rules, part 9505.0324, subpart @ ife or

(3) Minnesota Rules, part 9520.0800, subparts@ to

A day treatment program may demonstrate compliantie these
clinical supervision requirements by obtaining desétion from the
commissioner under Minnesota Rules, parts 9520.03%%20.0870,
or by documenting in its own records that it comphath one of the
above methods.

(c) County boards may request a waiver from includiag
treatment services if they can document that:

(1) an alternative plan of care exists throughdbenty's community
support services for clients who would otherwisedday treatment
services;

(2) day treatment, if included, would be duplicatofeother
components of the community support services; and

(3) county demographics and geography make the poovid day
treatment services cost ineffective and infeasible.

Subd. 3Benefits assistance. The county board must offer to help
adults with serious and persistent mental ilinesapplying for state
and federal benefits, including supplemental ségunicome,
medical assistance, Medicare, general assistaeoergl assistance
medical care, and Minnesota supplemental aid. Hije imust be
offered as part of the community support progranilakte to adults
with serious and persistent mental illness for whbmcounty is
financially responsible and who may qualify for thésmefits.
History: 1990 c 568 art 5s7; 1999 c 245 art 5 s 5; 2007 ¢ 147 art 8
S6
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245.472 RESIDENTIAL TREATMENT SERVICES.

Subdivision 1Availability of residential treatment services. By
July 1, 1988, county boards must provide or contfactenough
residential treatment services to meet the needdl adults with
mental illness residing in the county and needing livel of care.
Residential treatment services include both intensind structured
residential treatment with length of stay based l@mntresidential
treatment need. Services must be as close to ti@yas possible.
Residential treatment must be designed to:

(1) prevent placement in settings that are morenisitve, costly, or
restrictive than necessary and appropriate to mesttaeeds;

(2) help clients achieve the highest level of inelegient living;

(3) help clients gain the necessary skills to fumtiin a less
structured setting; and

(4) stabilize crisis admissions.

Subd. 2Specific requirements. Providers of residential services
must be licensed under applicable rules adoptedhé&ygdmmissioner
and must be clinically supervised by a mental heailtiessional.
Persons employed in facilities licensed under Miote®Rules, parts
9520.0500 to 9520.0690, in the capacity of programactior as of
July 1, 1987, in accordance with Minnesota Rules{$9520.0500
to 9520.0690, may be allowed to continue providihgical
supervision within a facility, provided they continteebe employed
as a program director in a facility licensed undeniésota Rules,
parts 9520.0500 to 9520.0690.

Subd. 3Transition to community. Residential treatment
programs must plan for and assist clientsin making a transition
from residential treatment facilities to other community-based
services. In coordination with the client's case manageany,
residential treatment facilities must also arraf@yeappropriate
follow-up care in the community during the transitiperiod. Before
a client is discharged, the residential treatmantlity must notify
the client's case manager, so that the case managemonitor and
coordinate the transition and arrangements forctieat's
appropriate follow-up care in the community.

Subd. 4Admission, continued stay, and discharge criteria. No
later than January 1, 1992, the county board shalirenthat
placement decisions for residential services asethan the clinical
needs of the adult. The county board shall enswatedach entity
under contract with the county to provide residdrti@atment
services has admission, continued stay, dischaitgriarand
discharge planning criteria as part of the contr@ointracts shall
specify specific responsibilities between the cowarty service
providers to ensure comprehensive planning andmoity of care
between needed services according to data privapyreaments. All



contracts for the provision of residential servioasst include
provisions guaranteeing clients the right to appealer section
245.477and to be advised of their appeal rights.

History: 1987 c 403 art 2 s27; 1988 ¢ 689 art 2 s 84; 1989 c 282
art 4s18,19; 1991 c

292 art 6 s6,7
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I. WHAT 1S ADDICTION?

Although the initial use of drugs and alcohol is a voluntary act, addiction, by definition is loss of
control over drug and alcohol use. The sole focus of a life revolves around acquiring and using
drugs once addiction takes over. Addiction is continued compulsive use of drugs and/or alcohal in
spite of repeated negative consequences associated with their use (consequences in health, family,
employment and relationships).

Addiction is a chronic disease with behavioral components that requires lifelong management and
periodic professional services. If untreated, it can be fatal. It affects the functions of the brain in
fundamental, sometimes long-lasting ways that can persist after discontinuation of drug use.

It is known as a disease of the brain because repeated exposure to drugs disrupts the interaction
of critical brain structures that control behavior. Continued substance abuse leads to tolerance or
the need for higher drug dosages to produce the same effect. This can also lead to addiction,
which drives a person to seek out and take drugs compulsively in spite of negative consequences
related to the use. Drug addiction destroys one’s self-control and results in an inability to make
sound decisions.

Why one person becomes addicted and another person does not is due to a combination of factors
that involve both genetic predisposition and environment. Scientists estimate that genetic
factors account for between 40 and 60 percent of a person's vulnerzability to addiction.
Adolescents and individuals with mental disorders are at greater risk of drug abuse and
addiction than the general population. The earlier the age of onset of drug and alcohol use,
the more likely the development of addiction in the course of one's lifetime. This is why
delaying the onset of use is 2 primary goal of prevention.

I1I. WHAT 1S ADDICTION TREATMENT?

Like other chronic diseases, addiction can be managed successfully. Treatment and ongoing
support for a drug-free lifestyle help patients learn to counteract addiction's disruptive effects on
the brain and behavior and regain control of their lives.

A. Components of treatment

Addiction to drugs and alcohol can be effectively treated but never goes away, much like diabetes
or high blood pressure or asthma. To effectively manage chronic illnesses like these, patients nead
to change their behavior. Because dependency on alcohol and other drugs creates difficulties in
one's physical, psychological, social and economic functioning, treatment must be designed to
address all of these areas. Case management and referral to other medical, psychological and
social services are crucial components of treatment for most patients.



Componenis of Comprehensive Drug Abuse Treatment
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B. Principles of addiction treatment

More than two decades of scientific research have yielded z set of fundamental principles that
characterize effective drug abuse treatment. These principles are detailed in the research-based
guide entitled Principles of Drug Addiction Treatment: A Research-based Guide, by the National
Institute on Drug Abuse. They are summarized below.

¢ No single treatment is appropriate for all individuals. Matching treatment settings,
interventions and services to each patient's problems and needs is critical.

¢ Treatment needs to be readily available. Treatment applicants can be lost if treatment is
not immediately available or readily accessible.

o Effective treatment attends to multiple needs of the individual, not just his or her drug use.
Treatment must address the individual's drug use and associated medical, psychological,
social, vocational, and legal problems.

o Treatment needs to be flexible and to provide ongoing assessments of patient needs,
which may change during the course of treatment.

+ Remaining in treatment for an adequate period of time is critical for treatment
effectiveness. The time depends on an individual's needs. For most patients, the threshold
of significant improvement is reached at about three months in treatment. Additional
treatment can produce further progress.

+ Individuzal and/or group counseling and other behavioral therapies are critical components
of effective treatment for addiction. In therapy, patients address motivation, build skills to
resist drug use, replace drug-using activities with constructive and rewarding nondrug-




using activities, and improve problem-solving abilities. Behavioral therapy also facilitates
interpersonal relationships.

« Medications are an important element of treatment for many patients, especially when
combined with counseling and other behavioral therapies.

« Addicted or drug-abusing individuals with coexisting mental disorders should have both
disorders treated in an integrated way. Because these disorders often occur in the same
individual, patients presenting for one condition should be assessed and treated for the
other.

« Medical detoxification is only the first stage of addiction treatment and by itself does little
to change long-term drug use. Medical detoxification manages the acute physical
symptoms of withdrawal. For some individuzls it is a precursor to effective drug addiction
treatment.

e Treatment does not need to be voluntary to be effective. Sanctions or enticements in the
family, employment setting, or criminal justice system can significantly increase treatment
entry, retention, and success,

« Possible drug use during treatment must be monitored continuously. Monitoring a patient’s
drug and alcohol use during treatment, such as through urinalysis, can help the patient
withstand urges to use drugs. Such monitoring zlse can provide early evidence of drug use
so that treatment can be adjusted.

e Treatment programs should provide assessment for HIV/AIDS, hepatitis B and C,
tuberculosis and other infectious diseases, and counseling to help patients modify or
change behaviors that place them or others at risk of infection. Counseling can help
patients avoid high-risk behavior and help people who are already infected manage their
illness.

s Recovery from drug addiction can be a long-term process and frequently requires multiple
episodes of treatment. As with other chronic illnesses, relapses to drug use can occur
during or after successful treatment episodes. Participation in self-help support programs
during and following treatment often helps maintain abstinence.

SOURCE: Principles of Drug Addiction Treatment: A Research-based Guide (NCADI publication
BKD347). Copies of the booklet can be obtained from the Mational Clearinghouse for Alcohol and
Drug Information, P.O. Box 2345, Rockville, MD 20847, 1-800-729-6686. Available online at
www.drugabuse.gov/PODAT/PODATIndex.htmil.

C. Effectiveness of addiction treatment

There is no single agreed upon, industry standard for measuring treatment effectiveness. Drug
abuse treatment ocutcomes compare favorably to cutcomes of treatment for other chronic relapsing
diseases such as hypertension and diabetes. But drug abuse treatment frequently is held to a
higher standard than other medical treatments. Addiction treatment is expected to address a wide
array of services, beyond medical and psychological.



Comparison of Relapse Rates Between
Drug Addiction and Other Chronic llinesses
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medication). Thus, drug addiction should be treated like any other chronic iliness, with relapse serving

An examination of multiple treatment cutcome studies generally indicates that 40 — 60 percent of
addicts relapse and use mood altering chemicals at least once during the year following treatment.
Compared with other chronic disorders, 30 — 50 percent of diabetics require additional treatment
within a year of initial diagnosis. For asthmatics and people with hypertension 50 — 70 percent of
patients do not adhere to medications ene year post-diagnosis, and therefore require additional
treatment.

II1. ADDICTION TREATMENT SERVICES IN MINNESOTA

Chemical dependency treatment is an array of individualized services intended to help the patient
understand the nature of addiction, cope with drug craving, develop skills to aveid relapse and get
introduced to ongoing recovery-oriented activities and services. In addition to cognitive behavioral
and/or other types of therapy delivered in individual and group settings, lectures, family
involvement, assessment and integrated treatment of co-occurring mental health disorders, many
treatment programs in Minnesota and nationally, also introduce patients to the concepts and
traditions of Alcoholics Anonymous. Research indicates that participation in self-help support
programs during and following treatment often helps maintain abstinence.

Substance abuse treatment may be based on one of several traditional approaches which
emphasize different elements of the disease and the recovery process and include medical, social
and behavioral models. There are also non-mainstream models such as traditional healing practices
associated with specific cultural groups.

The Consolidated Chemical Dependency Treatment Fund (CCDTF) is a State-supervised, county-
administered system for funding chemical dependency treatment for individuals who meet current
Federal poverty guidelines. Following procedures and standards set by the State, counties set



provider services and rates by contract, assess persons applying for treatment assistance, and
place people in specific treatment programs. Access to publicly funded treatment begins with a
Rule 25 Assessment by the county human services agency or its agent. Treatment admissions

funded by the CCDTF have also steadily increased in Minnesota since 2000.

Yet because untreated addiction contributes to criminal justice involvement, threatens public
safety, and endangers children and communities, all at enormous public expense that far
outweighs costs associated with the delivery of treatment services, increased placements in
treatment are generally considered a positive trend. It has been estimated that every dollar spent
on addiction treatment saves seven dollars in averted future social costs related to the
consequences of untreated addiction.

There are roughly 300 licensed treatment programs in Minnesota. Addiction treatment is offered in
a variety of settings. For CCDTF patients in 20006 this included: outpatient {43%); halfway house
(19%); inpatient {17%); extended care {9%); methadone maintenance (4%); hospital-based
(3%); and room and board (3%:).

A. Treatment need

An estimated 387,600 adult Minnesotans (age 18 and above) were in need of chemical
dependency treatment in 2005. Of that number, approximately 7% received treatment.

(SOURCE: Estimating the need for Treatment fov Substance Abuse Among Adults in Minnesota: 20042005 Treatment
Needs Assassment Sunvey Snal Report: Eunkung Park, Ph.D.; Performance Measurement and Quality Improvement
Division, Minnesota Department of Human Sarvices, January, 2006).

Does Minnesota provide treatment services to more pecple than in other states? Clearly not. In
fact, Minnesota ranks within the lowest group of states in terms of providing treatment services.
See graphs below.

Clients in treatment per 100,000 population:
Age 18 and older — 2006
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SOURCE: 2008 Mational Survey of Substance Abuse Trestment Services, Office of &Applied Studies,
Substance Abuse and Mental Health Services Administration, 2007,




Clients in treatment per 100,000 population by state:
Age 18 and older - 2006
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B. Treatment trends

The nature of addiction is such that people often seek help only in response to major pressure
from their employers, loved ones, or the criminal justice system. Many addicts and alcoholics have
exhausted themselves financially, have lost employment, homes and families by the time this
happens, and hence the reliance on the public system for the delivery of treatment services.
Admissions te addiction treatment programs in Minnesota have increased since 2000.

MNumber of Admissions to Addiction Treatment Programs by Year:
Minnesota 2000 - 2006
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C. Drug abuse trends

Since 1997 Minnescta has experienced heightened consequences related to the growing abuse and
manufacture of methamphetamine (meth) throughout the State. The increase in statewide
treatment admissions with meth as the primary substance problem is noted below.

Number of Admissions to Addiction Treatment Programs
by Primary Substance Problem by Year: Minnesota 2000 - 2006
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Minresota Deparment of Human Senices, 2007.

This trend has also been characterized by variations across urban areas compared with more
sparsely populated areas. Note the differences below in metro vs. non-metro areas of the state.

In 2006 the number of meth treatment admissions in the state declined dramatically. The number
of clandestine meth labs in Minnesota also declined. In the Twin Cities metro area hospital
emergency department episodes related declined, as well as the number of meth-related deaths.

These declines in methamphetamine-related indicators were attributed to a variety of factors
including the state law restricting the sale of over-the-counter cold products containing
pseudoephedrine; constant and concerted pressure from local, State and Federal law enforcement
agencies; and heightened public awareness and community mobilization about methamphetamine
abuse and its far-reaching, negative effects on the safety and quality of community life.



Addiction Treatment Admissions by Geographic Area
by Primary Drug by Year. Minnesota 2000 - 2006
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In 2006 methamphetamine admissions and cocaine admissions each accounted for 10.8 percent of
total treatment admissions in Minnesota.

Addiction Treatment Admissions
by Primary Substance Problem - Minnescta 2006

SOURCE - Onag and Alcokol Abuse MNomal e Ewaluadon System, = e t and Cuallty Dhdsion,
Mlrnescta Deparmenk of Human: Sendces, 2007, Tobal M= 47,458,



D. Patient characteristics

There are differences shown below regarding the primary substance of abuse for patients entering
addiction treatment programs. A higher percentage of females than males enter treatment
reporting other opiates (51.7 percent are female vs. 48.3 percent male). For all other admissions
the percentage who are male exceed the percentage who are female.

Addiction Treatment Admissions by Gender
and Primary Substance Problem - Minnesota 2006
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In terms of age differences, the most notable trend concerns the youthfulness of patients reporting
marijuana as the primary substance problem. Of these patients 31.6 percent are under the age of
18 and 38.6 percent are between the age of 18 and 25. In contrast, for those patients who report
cocaine as the primary substance problem, 63.1 percent are age 35 or older.



Addiction Treatment Admissions by Age
and Primary Substance Problem - Minnesota 2006
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Regarding race/ethnicity patterns among patients receiving addiction treatment services in
Minnesota, Whites are disproportionately represented among patients who report meth as the
primary substance problem, and African Americans among those who report cocaine.

Addiction Treatment Admissions by Race/Ethnicity
and Primary Substance Problem - Minnesota 2006
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E. Performance outcome measures

In cenjunction with national efforts, the Department of Human Services data collection and
management programs support the efficient creation and dissemination of addiction treatment
program performance outcome measures.

These measures attempt to capture meaningful, real life outcomes for people who are striving to
attain and sustain recovery, and participate fully in their communities in the wake of receiving
treatment for an active addiction to drugs or alcohol. These and other measures are captured by
the Drug and Alcohol Normative Evaluation System {DAANES), the primary data collection system
of the Department of Human Services used in meonitering the nature, extent, and effectiveness of
substance abuse treatment services in Minnesota.

Performance Outcome Measures
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In addition to the measures above, Minnesota treatment providers licensed under state Rule 31
must report severity scores in each of six patient functioning dimensions. These scores are based
on an assessment of the severity of patients’ problems in each dimension upen admission and
discharge from treatment services. The dimensions are:

+« Intoxication/withdrawal: This dimension ranges from patients who exhibit no
intoxication or withdrawal symptoms, to those with symptoms so severe that the patients
are a threat to self or others.

+« Biomedical: Ranges from patients who are fully functional to those with severs physical
problems or conditions that reguire immeadiate medical intervention.

+ Emotional, behavioral, cognitive: Ranges from patients with good coping skills and
impulse control, to those with such severe emotional or behavioral symptoms that the
patients are unakle to participzate in treatment,



Readiness for change: Ranges from patients who admit problems, are cooperative,
motivated and committed to change, to patients who are unwilling o explore changes, are
in total denial of illness, and dangerously oppositional to the extent that they are an
imminent threat of harm to self and othars.

Relapse, continued use: Ranges from patients who recognize risk and are able to
manage potental problems, to those who have no understanding of relapss issues and
display high vulnarability for further substance use disorders.

Recovery environment: Ranges from patients engaged in structured, maaningful
activity with significant others and family and a living environment that is supportive o
recovery, to patients who have a chronically or actively antagonistic significant othears,

family or peer group and dangerous living environments that are harmful to long-term,
drug-free recovery,

The severity levels within each dimension range from 0 (no problem) to 4 (severe problem).

Chemical Health Severity Ratings by Dimension
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IV. 2008 OuTtLooK

A. Uniformity in chemical health assessments

The 2006 report of the Office of the Leqgislative Auditor found wide variation across counties in

terms of providing publicly-funded treatment.



To improve and update the uniformity of chemical health assessments for public patients, in
practice and application, the Chemical Health Division has promulgated with broad public input
from providers and counties, a revision of Rule 25, the Rule that establishes criteria under which a
person can qualify for services under the CCDTF. For the first time since its inception in 1987, a
uniform assessment instrument and interview guide will be required of all placing authorities
throughout the State. Multiple training workshops will precede the July 1, 2008 new Rule 25
implementation date.

The new Rule 25 assessment will apply a state-of-the-art matrix that presents four levels of
severity across six patient dimensions. The dimensions are: 1) Intoxication/withdrawal 2)
Biomedical 3) Emotional, behavioral, cognitive 4) Readiness for change 5) Relapse, continued
use, and 6) Recovery environment. The severity levels within each dimension range from 0 (no
problem) to 4 (severe problems).

B. County accountability and oversight

The 2006 report of the Office of the Legislative Auditor found a lack of DHS oversight of county
practices to ensure that clients are placed in appropriate treatment. To address this concern, DHS
is developing a web-based data instrument that will be required of all CCDTF assessors. By
collecting client severity scores at assessment and dates of request for assessment, actual
assessment, and client placement in treatment, DHS will have the necessary tools to effectively
monitor county practices and to ensure that the timelines set forth in the New Rule 25 have been
adequately met. The new Rule 25 requires that an assessment interview take place within twenty
days of request and that the assessment be completed and treatment authorized within ten days
thereafter. DHS will also continue to monitor county practices through training and ongoing site
visits.

C. Monitoring county obligations to pay for treatment costs

As part of the Department's 2008 formal assessment of public funding of addiction treatment
services, alternate funding models will be examined. Special attention will be paid to designing a
system that disallows current practices which compromise patient placements, and/or have a
chilling effect upon the counties’ obligations to pay.

D. Developing and disseminating performance outcome measures

The 2006 report of the Office of the Legislative Auditor found that very limited provider-specific
information was available about treatment services and best-practices in Minnesota. The
Department of Human Services will issue a statewide annual report on treatment performance
outcome measures, starting with this report. In addition, DHS will continue to monitor those on a
regular basis, as well as trends in patients’ functioning according to the severity scores across the
six patient dimensions. In 2008 these scores will be collected at assessment, treatment intake, and
discharge. Further, through its website and other appropriate venues, DHS will make program-
specific performance outcome measures available online. These efforts will better inform both
county placing authorities and consumers about the performance ocutcomes of the State's various
addiction treatment programs.

E. Screening, brief intervention and referral to treatment (SBIRT)

SBIRT is a comprehensive, integrated, public health approach to the delivery of early intervention
and treatment services for persons with substance use disorders, as well as those who are at risk
of developing these disorders. Primary care centers, hospital emergency rooms, trauma centers,
and other community settings provide opportunities for early intervention with at-risk substance
users before more severe consequences ocour,



s Screening quickly assesses the severity of substance use and identifies the appropriate
level of treatment.

+  Brief intervention focuses on increasing insight and awareness regarding substance use
and motivation toward behavioral change.

+ Referral to treatment provides those identified as needing more extensive treatment with
access to speciality care.

A key aspect of SBIRT is the integration and coordination of screening and treatment components
into a system of services, This system links a community's specialized treatment programs with a
network of early intervention and referral activities that are conducted in medical and social service
settings.

SBIRT research has shown that large numbers of individuals at risk of developing serious alcohol
or other drug problems may be identified through primary care screening. Interventions such as
SBIRT have been found to:

¢ Decrease the frequency and severity of drug and alcohol use,
+« Reduce the risk of trauma, and
¢ Increase the percentage of patients who enter specialized substance abuse treatment.

In addition to decreases in substance abuse, screening and brief interventions have also been
associated with fewer hospital days and fewer emergency department visits. Cost-benefit analyses
and cost-effectiveness analyses have demonstrated net-cost savings from these interventions.

The Chemical Health Division will facilitate a Minnesota application for Substance Abuse and Mental
Health Services funds for SBIRT implementation in Minnesota in 2008.
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[4) Man compliant with Te and

s no awareness of addiction
or rnental cisorder and does not
wart or is unwilling te explore
chungeor is in total denial of the
illness and its implicaficns, or

[B] Dangarius

opposiicnal
to the extent

is a threat of

imrrirent harm fo self and othars,

e racognition o understancing
of na|cpss and recidivism issues
and displays high vulnerabilty
for further wbstonce use disorder
of mental health problems. Mo
coping skills to amrest mental
health or addiction illnesses, or
prevent ralapss,

[4) Chrenicolly cntagenistic
signifiot:ln’r:JihElrr |i\-ing
enironment, family, peer group
or long-term erimind justics
invalvernent that is harmful to
recovery or Tx progress, ar

[B1 Active by antaganistic significant
othar, ftmih',m or |iv'rng
environmant, with imrediate
threat o the client’s safety
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Tx planning decision isn't
irmpacted.

Tx planning decision isnt
impaced.

MAY use the atfributes in the
risk description to suppart
rts in ether dimansions.

M AY use the atfribuies in the
risk description ko supprt
ris in cther dimansions.

MAY facilitate paer support.

MAY use strangths in this
cimersion to address iswes in
othar dimarsions.

SHOULD armonge foror
provide needed withdrawal
menitoring that inchudes
scheduled chackins os
chetermined by a health care

professional.

MAY reter for medical sarvices.

M AY monitoring and
chsarvation of bahavior to
cleterrming whether stabiliny
her improved or declined in
conjunchion with othar Tx.

MLET acfive reinforcement and
warEness-raising sroatagiss

in conjunchion wih other T
sarvices for the client.

MAY promoke peer support
ond autharize counseling
sarvices ho reduce rish.

MAY promok peer swpport
ond oworenass misiné?ﬁor the

significent edher ard family

(%]

MUET arrange for withdmreal

HLET arrange for appropriats

ealth come sanices an

MLET Tx services that

MLET meommend T services

A)MUET meommend Tic

MUET meommend Tx sarvices

SEVERITY RATING

L% ]

menitoring services or include rafermal t2 an that includle client engagemant sarvices that include counseling that help parfidpation ina
phamacelegical intervertions menitoring progress and Tx consultation with mental heatth strategiss. services fo reducs relopse risk peer wpport group, engage
with on-site rmnihorinﬁaby cornpliancs in conjunction with profassionals as indicatad, and Facilitete parficipation in the significant athar ar karmiky
specially rained staff for less cther T services, menitoring mertal healkh peer spport groups. e suI:p-DrrTx_. and helfp client
thar 24 hours. prablems and freaiment Bl M develop coping shkills ar change
* wst promate pear support, ;
compliance as part of other CD I : ; & recovery snvironment.
traatment and adjustment il S il
MAY authorize withdrerwal client's services as ricite: Stwatimion Bm i
F i e vk e complying with 75204500 or
EvoriHariig 0% @ pork o) oy 42 éJFk Part 8. (Mathodona)
preceding Tx.
MUST amange for detox with MUET autharize immedicte MLET integrened chermical MLET meommeand T sarvices MLET meommeand T sarvices MLET meommend T sarvices

2d-hour sruchure. Unless a
menitorad phamacalagical
intervention is authorized,
dhetox must be provided ina
Facility that meets the clisnt
imments in $530.4510
b PE30.A5P0 o ina hespital

medical assassment services
in conjunction with other T
services

MLET T services in o medical
seffing basad on the clisnt's

and mentol haalth Ti services
proviced by provider licansed
under part P530.6495 and

rovickes 24-heur supervision,
Eervica Caoordination) (Room
& Board)

thett have spedfic engagement
or metivational capakility.
{Service Coordination)

that indude counseling services
tor help the client develap
insight and build

skilk. iSarvice Coordination)
{Passible Room & Board)

in saverity 2 above, service
coordination, and asistance
with Finding cn appropriats
|i\'ing armngeament. r[?;wios
Coardination] (Possible Room
& Board)

o a part of or precading T history and presentin
[Roarl?'lﬂ& Emn:r]m E prDTgl-z:ms. 2 "
PALET armonge detos services MLET mker for immedicta MLET wker for acute MLET meommend T sarvices MLET meommend T services MLET meommend Tis services
with 24-hour medical care and medical intervention fo secus pychiatric care with 24-hour that includs [4] service that incdude counseling services that include reem and board
nursing spervision pracading safahy suparvison, coardination and specific tor help devalop insight, with 24-hour sruchure if
i engagement or mativational service coordination, and mey cppropricte living envircnment
capability; (Servcs include ream and baard with is not readily availobls.
MLET delay Tx services until MLIST delay Tx services until Coordination) or (B] 24-hour 24 hour stucture. [Service Must alsa include sither (4]
chls to particpate in most T risk description mduesd supervision and cars that mest Ceardination) (Room & Board) tha T in saverity 3 above
octivitiss. saverity 3 in this dimension or the mquirements of P530.4505, end cppropriate ancillary
must refar to o mantal health {Service Coordination] (Room sarvices or [B] T sarvices that
crisis response. & Beoard) include service coordination

ond immadictte infe rvention
te secure safety: [Sarvice
Coordination] [Room & Board]




Consolidated Chemical Dependency Treatment Fund

The consolidated Chemical Dependency Treatment Fund (CCDTF) is a State-
operated, County managed funding system for provision of chemical
dependency treatment to persons meeting the MA income standard.

* DPools federal, state and local funds for chemical dependency into a single
program

* The CCDTF is the largest single treatment funding source in Minnesota,
serving as the primary payment source for 45% of all admissions.

CCDTF Objectives

* Uniform criteria for assessment and placement of all clients using public
funds;

* A managed fee-for-service system with county supervision of provider
contracts, county determination of service need (within State established
criteria) and county determination of vendor;

* Uniform client and provider eligibility so that individual needs, not the
available funding stream, would determine the placement for services;

* A market based, competitive environment in which all licensed providers are
eligible for payment on an equitable basis with the same local share
percentage; and

* Flexibility to respond to changing needs and evolving evidence based
practices.



Admissions to Chemical Dependency Treatment by County

Table below is compiled from the DAANES database and covers all persons admitted for CD treatment from Nov 1,
2005, through October 31, 2006, and follows all those persons forward in time for 30 days after their discharge.
(However, no admissions in 2007 are included.)

Column 2 counts total persons admitted in that 12-month period. Column 3 counts those who were homeless at
admission [their "usual residence" at admission was shown to be "10" (="transient/homeless/mission.") ]. Column 4
counts persons who were homeless at discharge. Column 5 counts the subset of 5 who were re-admitted to a half-

way house or extended care program within 30 days of being discharged.

Per-sons homeless MARSHALL 35 * 0 0
All home- at dischg MARTIN 123 * 4 *
per-sons lessat home- & MEEKER 120 4 * 0
Ad- admis- lessat readmtd MILLE LACS 220 4 5 0
Residence mitted  sion dis  within 30 MORRISON 164 * 4 0
charg days MOWER 195 10 6 0
Col2 Col3 Coa4 Cal 5 MURRAY 19 0 0 0
NICOLLET 113 * * 0
AITKIN 87 0 * 0 NOBLES 58 4 * *
ANOKA 1828 68 60 5 NORMAN 9 0 * 0
BECKER 198 8 5 0 OLMSTED 773 31 14 *
BELTRAMI 566 23 16 0 OTTER TAIL 265 7 5 0
BENTON 185 12 10 0 PENNINGTON 85 * * *
BIG STONE 23 0 0 0 PINE 184 7 4 0
BLUE EARTH 388 10 8 0 PIPESTONE 49 * 0 0
BROWN 128 4 * 0 POLK 161 13 9 0
CARLTON 279 * * 0 POPE 54 * * *
CARVER 268 * 4 0 RAMSEY 3002 22 139 8
CASS 429 15 15 * RED LAKE 48 * 0 0
CHIPPEWA 62 * 0 0 REDWOOD 83 0 * 0
CHISAGO 225 15 * 0 RENVILLE 51 0 * 0
CLAY 155 20 16 * RICE 265 9 10 *
CLEARWATER 49 * 0 0 ROCK 30 0 0 0
COOK 34 * * 0 ROSEAU 51 0 0 0
COTTONWOOD 54 * 0 0 ST LOUIS 1464 57 44 *
CROW WING 451 25 16 0 SCOTT 408 7 9 *
DAKOTA 1583 35 31 6 SHERBURNE 380 7 * 0
DODGE 81 * * 0 SIBLEY 59 * 0 0
DOUGLAS 191 * * 0 STEARNS 702 22 14 0
FARIBAULT 68 * * 0 STEELE 172 4 4 *
FILLMORE 74 * 0 0 STEVENS 33 0 0 0
FREEBORN 140 * * 0 SWIFT 46 * * *
GOODHUE 200 7 6 0 TODD 102 5 * 0
GRANT 23 0 0 0 TRAVERS 16 0 0 0
HENNEPIN 7771 897 471 47 WABASHA 97 0 * 0
HOUSTON 72 * * 0 WADENA 52 * * 0
HUBBARD 84 4 * * WASECA 64 4 0 0
ISANTI 210 8 6 * WASHINGTON 918 38 20 *
ITASCA 230 * * 0 WATONWAN 35 * * 0
JACKSON 54 * 0 0 WILKIN 24 0 0 *
KANABEC 102 * * 0 WINONA 181 * 6 0
KANDIYOHI 184 7 5 0 WRIGHT 502 17 9 0
KITTSON 9 0 0 0 YELLOW MEDICINE 75 * * 0
KOOCHICHING 79 * 0 0 X="MN" 1045 87 57 *
LAC QUI PARLE 25 * * 0
LAKE 50 * * 0
LAKE OF THE WOODS 13 0 0 0 Y=Non-Min 2557 161 34 *
LE SUEUR 86 0 * 0 Z=Missing 1004 55 20 *
LINCOLN 7 0 0 0
LYON 125 * * * Total 33239 2000 1145 93
MC LEOD 183 4 0 0
MAHNOMEN 93 * 5 0
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Introduction to
Offender Reentiy Services

The Minnesota Department of
Corrections (DOC) offers a range of
transitional programnung to offenders
during confinement and in the com-
munity. Many of these resources are
organized under the Minnesota Com-
prehensive Offender Beentry Plan
(MCORP), a collaborative effort
wvelving the DOC and other state
agencies, county agencies, faith
groups. community crganizations. and
private citizens.

This Backgrounder describes
some resources available fo offenders
in DOC facilities. These resousces
have been developed through idents-
fying “best practice” models in pre-
paring cffenders to return to their
commminities.

Staffing

Under MCOREP, the DOC has
conumitted specific staff positions at
most facilities to assure integrity and
continuity of reentry services. All
facilities with a significant oumber of
releases have an assigned transition
program coordinator to facilitate
reentry resowrces. These coordina-
tors afe managed and supposted by a
central reeatry team.

Employment Seminars

To assist offenders in preparnng fior
their job search, employment semi-
nars are offered routinely at most
facilities. Through a contractual
agreement. an employment-focused
community nonprofit organization

Faciwity REENTRY PROGRAMMING

provides staff who conduct a full day
of igorous classroom work, individual
coaching. and practice interviews for

offenders nearing release.

Resource Fairs

Transition resource fairs are held
annually at most facilities. Comnumity
resowce orgamzations and agencies
from around the state are invited to
participate as exhibitors. Exhibitors
typically are government agencies.
trade unions. faith-based groups.
community nonprofits, and voluateer
groups. They represent resouces in a
wvariety of offender need areas
including housing, employment, family
supportt. personal finance, and mental
health. Staff and offenders are
invited to attend and meet with
exiubitors throughout the day.

Prerelease Classes

A thiee-day curmiculum of prerelease
classes and activities is offered at all
DOC facilities. The curriculum
covers housing, emplovment, perscnal
identification (10} documents, health,
transportation fanuly issues. living
under supervision. and personal
financial management. A prerelease
handbook covering these topics is
provided to every parficipating
offender. This handbook is also
available on the DOC website at
waw.doc state mn vs/'publications/
documents/prereleasehandbool pdf.

EMPLOY

MINNCOE, the DOC’s prisen
industry program has created
EMPLOY — a reentry initiative to

serve offenders working in all facets
of mdustry operations. EMPLOY
focuses on helping participants capi-
talize on industry work experiences
and skills acquired during incascera-
tion, connect with employers and jobs
in their communities post-release. and
provide basic employvment verifica-
tion. EMPLOY alse collects data by
tracking participants’ emplovment
progress as they reintegrate back into
the community.

ID Acquirement

Possession of personal ID documents
is critical to every newly-released
offender. Most offenders do not
have these docwments when they are
admitted to the DOC.

To assure that as many offenders
as possible have 1T in hand at
release, DOC staff work with newlhy-
admitted offenders to apply for two
crifical ID documetits — a birth certi-
ficate and social security card. Appli-
cation mailing costs are covered by
the DOC, and fees for birth certifi-
cate applications are paid with
cffender phone revennes. Once
these documents are obtained, they
are retained in the offender’s file until
the day of release.

Initial attempts to obtain a social
security card ot birth certificate may
not be successfiul. As part of indi-
vidual release planning and prerelease
classes, efforts to cbtain these docu-
ments are renewed.

The DOC and the Department of
Public Safety (DPS) have partnered
to provide photo 1D equipment at




most DOC facilities, allowing offend-
ers to secure state photo ID cards or
driver license renewals closer to their
release date. Staff from vanous local
DPS driver services offices come to
the facilities as needed and provide
this setvice. The ID card or driver
license is then mailed to the facility for
retention until the offender’s release.

Health Services

Discharge Planning

The DOC Health Services Unat
provides specialty release and reinte-
gration services related to medical.
mental health, chemical dependency.
and sex offender needs.

Medical staff identifyy soon-to-be-
released offenders with vnigue medi-
cal care needs and refer them to the
medical release planner for contimung
medical care. Behawvioral health staff
offer release planning services to
severely mentally ill offenders and as
a component of the chemical depen-
dency and sex offender treatment
programs. Continned clinical services
form the foundation for a comprehen-
sive belkavicral health reintegration
plan Also included in the plan are
placement in specialized housing.
wotk or education involvement. and
family/friends participation in the
offender s conmunity reintegration.
All planming is in conjunction with the
requirements of correctional supervi-
il

Health Care Coverage

Many offenders do not have health
care coverage in the community for
themselves or their fanulies. To
address this 1ssue, the Minnesota
Departiment of Homan Services
(DHS) has provided training to all
DOC facility caseworiers on applying
for state-subsidized health care plans
for low-income individuals and fami-
lies. Wiritten application information is

provided to offenders. Upon request,
staff assist offenders in applying for
health care coverage.

The DHS has also developed
policy to provide consistency in the
way county workers process applica-
tions.

Introduction to
Juvenile Reentry Services

The Bed Wing facility provides
treatment, education, and transition
services for serious and chronic male
juvenile offenders. Transition risks and
needs are assessed eatly in a resi-
dent’s stay and include family, educa-
tion/emplovient. peet relationships,
substance abuse. leisure/recreation.
personality/behavior, and atfiude!
orientation. As the resident pro-
gresses thorough the treatmenst pro-
cess, community-based individuals and
groups are invited to provide transition
services for the resident while he is at
the facility and following release.

When a resident achieves pre-
release status. he 13 assigned to the
facility’s Transition Services Unit to
finalize commumty reentry plans for
employment. education, residence.
letzure, relapse prevention and after-
care support systems. Commumnity
conferences are conducted to ensure
that the plan addresses the risks and
needs of the resident.

While on prerelease status,
residents are afforded three- to five-
day furloughs in the commmmty in
order to finalize their plans. During
firloughs. residents are monitored and
assisted by the facility’s regional
transition caseworkers. Furloughs
also provide the resident an oppor-
ity 1o process difficult-to-manage
eveqts that ocowred during the
firloughs. with a particular emphasis

on the effectiveness of the resident’s
Belapse Prevention Plan.

When a resident successfully
completes preselease requirements, he
iz veleased on a 90-day. extended-
furlough status. During this time,
regional fransition caseworkers. in
collaboration with fanuly members,
employers. education personnel, court
services, staff and community-based
service providers, monitor the youth's
progress. They also interact with
family members. emplovers, education
persomuel cowt services staff, and
commmity-based service providers.
Residents who fail to meet furlough
conditions may be refurned o the
facility. Approximately 90 percent of
residents successfully complete the
extended furlough phase and are then
paroled fo the commuuty.
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The Challenge

Minnesota, lilee many other states. is
experiencing dramatic growth in the
onmber of effenders enfering prison.
Successfully preparing offenders for
reefltty 15 an investment i public
safety and the social and economic
health of famulies and communities
throughout the state.

History

The State of Minnesota, in coopera-
tion with Hennepin Couaty. was the
recipient of a Department of Justice
Serious and Violent Offender Feentry
Initiative (SVORI) demonstration
grant in 2003-2004. Under the title of
Project SOAR. Minnesota's initiative
sought to demonstrate the benefits of
early engagement of offenders to
plan their post-release reentry and
develop a seamless transition from
icarceration to successful commu-
nity reentry.

B 7% increase in the prison

population in the last five
years (FY2002-2007}

B %aprojected increase in
the prison popularion
each year to 2012

m 03%: of incarcerared
affenders return to rthe
community (6,837 in

scal year 2003}

m 5% réconviction rate
three years post-release

@DOC

MINNESCTA DEPARTMENT OF CORRECTIONS

MmvNEsoTA COMPREHENSIVE
OrrFrENDER REENTRY PLAN

As the SVORT grant camie to an
end, the Minnesota Department of
Corrections (DOC) developed a long-
term reentry strategy based cn three
components: a rational planing pro-
cess, offender management practices,
and mulia-agency collzboration.

The Planning Process

The Minnesota reentty strategy 15
buslt on three major schools of
thought: lessons leamed from the
SWVOERI grant. work from the Na-
tronal Institute of Cotrections” Transi-
tion from Prison to Commundty Indtia-
tive, and the National Governors
Assoeiation (NGA) Reentry Policy
Council Beport.

A target population has been
identified for the first phase of the
igtiative. Tlus population will consist
cof a selected number of offenders
who will return to Heonepin, Ramsey
and Olmsted counties, comnninitiss
that recerve the highest number of
refurming offenders.

Minnesota was one of five states
chosen to participate 1n the NGA
Prisoner Reentry Policy Academy,
offered in 2007, Participants will
receive ongoing technical assistance
and take part in information-sharing
thiat will provide support and strategy
for Minnesota to move its offender
reentry initative forward.

Offender Management Practices
Successful offender reentry begins
when an offender first enters prison

and continues through his or her
reentry fo the commumity as a pro-
ductive. law-abiding citizen. To befter
prepare offenders for successful
reentry, the DOC is crgamzing arouid
three phases: the institotion phase, the
transition phase, and the community
reintegration phase.

Two teentry managers oversee
planning for a target population of
offenders selected for the first phase
of the mitiative, Currently the depait-
ment and community have multiple
services in place designed to aid
offenders in transstion and reentry.
One geal of this initiative i3 to coordi-
nate those services into a comprehen-
sive approach.

Muld-Agency Collaboration

In February 2005, the DOC created
the Minnesota Comprehensive Of-
fender Reentry Plan (MCORP). a
strategic initiative between invested
state agencies, the cowts, and the
cotmmnety to plan and oversee the
statewide offender reentry approach.
Joining the DOC. the following agen-

cies have committed to the success
of MCORP:

— Education

— Emplovment & Economic Security
— Health

— Housing Finance

— Humsan Services

— Public Safety

— State Courts Adminsstration

— Weterans Affairs




The mission of
MCORP state
agencies is to
.c“' identify points of
intersection and
collaboration for
state and commu-
nity-provided services to the target
population of released offenders.
Services will be organized around the
criminogenic needs of the target
population as measured by the Level
of Service Inventory-Revised (LSI-
). Case plans will be developed and

reviewed that target the high-risk/
need areas for each offender.

MCORP Accomplishments

— A steering committee is in place
and overseeing the MCORP
mmitiative.

— A website posts all agendas,
mimntes, and announcements
(wrorw. forums doc state mn us/
meorp/defanlt.aspx).

— A zaps analysis was condncted
to guide the targeting of an
offender population.

— A target population has been
selected based on LSI-E data
linked to county of residence.

— Advisory groups, made up of
local leaders and service pro-
viders, have been established in
each pilot connty.

— Collaberation between the
Department of Human Services
and the DOC has resulted in
the creation of a position to
identify inconung offenders
with child support payment
arrears and to assist them in

matters related to child support
while they are incarcerated.
An MCOEP budget was pro-
posed by the governor and

incorporated into the DOC
budget. Funding was appropti-

ated by the 2007 legislature to
help enact reentsy projects
within MCOEP.

The DOC is awarding grants
for four reentry-related projects
funded by the 2007 legislature,
over-and-above the dollars
appropriated to MCORP.

Minnesota, aleng with four
other states. participated in the
2007 MGA Prisoner Beentry
Policy Academy held in Wash-
mgton, D.C. The DOC will
receive ongoing technical assis-
tance from the NGA Center for
Best Practices.

MCOERP has been awarded a
5450,000 grant from the De-
partment of Justice, Burean of
Justice Assistance, through the
Prisoner Reentry Initiative, to
demonstrate offender reentiy
programming in two of
MCORP’s pilot counties.

The DOC is partnering with the
Annie E. Casey Foundation to
focus on expanding commumty
imvolvement in offender reentsy
Efforts will concentrate on the
three pilot counties of Henne-
pin, Ramsey and Olmsted
where large numbers of offend-
ers refurmn.

MCORP Next Steps

Develop wortk plans and cut-
comes for the initiative.

Train key DOC staff on their
role/s 1n successfl offender
reentry.

Put a system in place that
ensures thorough assessment
and case planning for each
offender in the target popula-
tiom.

— Secure additional foundation

and grant funding to develop
COMUTMUTY FesOuTes.

Employ Leadership Black Belt
skills acquired by management
staff trained at the Carlson
School of Management, Joseph
M. Juran Center for Leadership
in Cheality, to develop reentry-
related organizational change
processes.

Continue to interface with
legislative leaders and policy
makers to promote offender
reenity Programming.

Continue to educate the public
about offender reentry as a
public safety issue.

September 2007
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Release Planning for Offenders

Updates on Current Practices
November 1, 2007

CONTRIBUTING TO A
SAFER MINNESOTA

Release Planning in the DOC

DOC review
Behavioral Health changes

Types and locations of RP's
Eligibility

CONTRIBUTING TO A SAFER MINMESOTA




Minnesota Department of Corrections
Prison Facilities

MCF-Willow River’
Moose Lake * Adult Facllity

Juvanile/Adult
MCF-5t, Cloud . MCF-Rush City Facllity

MCF-Lino Lakes
MCF-Stillwater
MCF-Oak Park Heights
MCF-Shakopes

MOF-Rod Wing 4

MCF-Faribaul

CONTRIBUTING TO A SAFER MINNESOTA

MN DOC Population

Total MN DOC population 9103
#8533 Adult Males

#5570 Adult Females

#» 120 serious and chronic male juvenile
offenders

Fopulation as of 7A1/07

CONTRIBUTING TO A SAFER MINNESOTA r




Community “Philosophy”

Minnesota
State population 5.0M
Probation population 130K
Prison population 9.5K
% incarcerated 7%

CONTRIBUTING TO A SAFER MINNESOTA

Behavioral Health Services

* Includes
— Mental health
— Chemical dependency
— Sex offender
— Release planning

» Approximately 200 staff
— All State employees

CONTRIBUTING TO A SAFER MINMESOTA




Intake and Assessment

MCF- St. Cloud — Reception Facility
— Intake assessment

» Determines CD, mental health, and sex offender
treatment needs

« Review of assessment by RACN to determine
directive (DHS/DOC site or DOC site)

« Prioritized and placed on waiting list
Arrival at Treatment Facility

— More detailed assessment including psychological
assessments, file review and clinical interview

— Development of treatment plan
— Treatment

CONTRIBUTING TO A SAFER MINMESOTA

Treatment “by the numbers”

« Approx 25% adult males receiving mental
health services (higher for juveniles,
females)

» Approx 85% adult males with CD
treatment directives

» Need for integrated dual disorder
approach

« TBI

CONTRIBUTING TO A SAFER MINMESOTA




Facility Treatment

MH care at all facilities
CD programs at many facilities
SO treatment

Level of care
— Qutpatient
— Intermediate

— Residential

CONTRIBUTING TO A SAFER MINMESOTA

Release Planning

« Approach
— Prevention through planning and action
« MN DOC currently offers release planning
services to SPMI, CD and SO offenders
— 4 SPMI RP’s (adding 2x)
-3 SO RP's(2-LL, 1-RC)
—2 CD RP (LL, ML)
— 1 medical RP

CONTRIBUTING TO A SAFER MINNESOTA




MH RP Eligibility

« MH criteria (MS245.462 sub.20)

Two Psychiatric hospitalizations (2-years)

6 months hospitalization in past yr
Crisis team 2x in 24 months

Committed by court as mentally ill (past 3-
years)

CONTRIBUTING TO A SAFER MINNESOTA

Eligibility (cont)

« Serious and persistent mental iliness
« Functional impairment
+ Likely to need future impatient care
« Commitment within past 3 yrs

« Offenders not eligible for SPMI RP
services still may receive some RP
assistance

CONTRIBUTING TO A SAFER MINNESOTA




Mental Health RP Plans

« MS244.054 DISCHARGE FPLANS: OFFENDERS
WITH SERIOUS AND PERSISTENT MENTAL ILLNESS

« ldentify eligible offenders
» Timing of actions

« Collaboration with county social services,
corrections agents, etc

« Arrangements for services
« Types of services

CONTRIBUTING TO A SAFER MINNESOTA

CD/SO RP Eligibility

« All offenders in CD/SO programs
—RC SOTP has SO RP
—LL SOTP has SO RP
—TRIAD has CD RP
—ML CD has RP
» Approach

— RP from the start of treatment

CONTRIBUTING TO A SAFER MINNESOTA




Applying for Economic Assistance

Federal:
« Social Security Benefits

State:

+ Health Care

« Cash Assistance
« Food Support

CONTRIBUTING TO A SAFER MINNESOTA

Access To Programs

« Many jail and prison offenders that have
serious mental disorders, have lost or
never were on these essential federal
entitlements.

CONTRIBUTING TO A SAFER MINNESOTA




Setting up Psychiatric Services

* Finding clinics

« Setting up appointments

« 10 days medications on release

* Prescriptions for 30 days plus refill

CONTRIBUTING TO A SAFER MINNESOTA

Counseling the SPMI Offender for Community
Reintegration

L

Training

Assessment
Empowering the offender
Reality check

L

L]

L
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Locating Housing Resources

» Board, Lodging
« Sober Housing
« Transitional Housing

CONTRIBUTING TO A SAFER MINNESOTA

Locating Community Resources

*

County Case Management
Rehabilitation Programs
Workforce Centers

Social Security Offices
ARMHS Workers

Housing Programs

*

*

*

L ]
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Counseling Preparations

Prevention Plan

You need to attend all your
doctor/psychologist/psychiatrist appointments or
call to change/cancel appointment.

Attend all Psychiatric and therapy appointments.
Take your medication as prescribed.

Do not associate with people who do not support
your sobriety.
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Prevention Plan cont.

Work closely with your county caseworker,
corrections agent, and mental health
professionals in problem solving and managing
your mental health.

Attend weekly support and therapy groups.
Do not use alcohol or drugs.
Build a support network with family and friends.

Participate in weekly self-help groups focusing
on MI/ C.D. issues.
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Prevention Plan cont.

« Contact your County Social Worker and
request assistance with housing if you
become homeless.

« Follow all the rules and expectations of
your housing authority.
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Thank you!
Questions?

Contact Information:
Steve Allen
Director Eehavioral Health Services
651.361.7292
Steven. Allen@state.mn.us
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MINNESOTA DEPARTMENT OF CORRECTIONS

MN DOC Behavioral Health
Release Planners

CENTRAL OFFICE

Facility Specialty | Release Planner Phone Pager Email

Faribault SPMI Brent Erickson 507-332-4576 651-339-0916 Brent.Erickson@state.mn.us

Lino Lakes | SO Mary Cardinal 651-717-6152 | 612-660-9854 Mary.Cardinal@state.mn.us

Lino Lakes SO Pam Stanchfield 651-717-6642 Pam.Stanchfield@state.mn.us

Lino Lakes SPMI Dennis Chlebeck 651-717-6667 Dennis.Chlebeck@state.mn.us

Lino Lakes CD Lois Freiermuth 651-717-6660 Lois.Freiermuth@state.mn.us

Moose Lake | SPMI Willa Lavamaki 218-485-5000 Willa.Lavamaki@state.mn.us
x5856

Moose Lake | CD Jim Myhre 218-485-5000 Jim.Myhre @state.mn.us
x5095

Oak Park SPMI Jeff Erickson 651-779-1386 Jeff.D.Erickson@state.mn.us

Heights

Rush City SPMI Willa Lavamaki 320-358-0516 Willa.Lavamaki@state.mn.us

Rush City SO Harry Schusser 320-358-1626 Harry.Schusser@state.mn.us

Shakopee SPMI Brent Erickson 952-496-4478 | 651-339-0916 Brent.Erickson@state.mn.us

Stillwater SPMI Jeff Erickson 651-779-1396 Jeff.D.Erickson@state.mn.us

All Facilities | Medical Kerrie Holschbach 651-361-7139 Kerrie.Holschbach@state.mn.us

www.doc.state.mn.us

1450 Energy Park Drive, Suite 200 e St. Paul, Minnesota 55108 ¢ PH 651.642.0200 ¢ FAX 651.642.0227 ¢ TTY 651.643.3589
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B Adult facility - Houses adult males and females (separately) committed by the couns
B Juvenile faeility - Houses juveniles committed by the courts or placed by a correctional or
community agency.

X District field office - Respoasible for community supervision of offenders on probation,
supervised release, and/or parole. There are a number of supervision offices within each

district.

!r For additions] information about the Minnesots Department of Corrections, visil our
website at www.doc state. mn.us or phone 651/642-0200, TTY 651/643-3589,
Navember 200§
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Delivery System by County

Dept. of Corrections
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County Probation Officers




HEALTH CARE BRIEFING MATERIALS




Twin Cities Medical Respite Shelter

Mission Statement:
[Medical Respite] is a safe, temporary place of healing that provides comprehensive nursing and social
service support to homeless adults recovering from an acute illness or injury.

Guiding Principles:

"The guiding principles of respite care for homeless persons are based on the beliefs that housing is a
human right, that restoration of health is best achieved in a safe, supportive environment, that people
experiencing homelessness lack a proper healing space, and that a comprehensive approach to respite care
is cost-efficient and can result in longer term stability. Guidelines include:

1) Respite care is an essential link in the homeless continuum of care.

2) Respite is a temporary solution.

3) Respite ‘bridges the gap’ between hospitals/ emergency rooms and emergency shelters by
providing a safe environment for recuperation from an acute illness or injury. .

4) Respite offers a chance to holistically assess needs and make referrals to social services and
housing opportunities with the goal of achieving longer term housing stability.

5) Respite care provides nursing case management that facilitates use of primary medical care to
recover from an acute illness/injury and promote overall health.

-6) Respite care will be accessible to all homeless adults regardless of race, ethnicity, lifestyle
choices, income, gender, or residency.

7) Respite will employ a harm-reduction model of care to address the special needs of the homeless
population.

Admission Criteria:

1) Currently homeless adult, age 18 and over

2) Suffering from an acute (short-term) medical problem that would benefit from respite care (no
longer than a six-week stay)

3) Independent in daily activities (can move around independently, go to the bathroom without
assistance, feed self, self-administer medications)

4) Continent (able to control bodily functions)

5) Medically stable (condition is not declining rapidly, will not go through drug/alcohol withdrawl)

6) Willing to work with respite staff and comply with rules of respite shelter

7) Behaviorally appropriate for group setting/ Psychiatrically Stable (not suicidal or likely to assault
others)

8) Not using a continuous I'V or Oxygen

OR

9) Homeless and High risk pregnancy (bed rest needed with no safe place to attain this)

Definition of Homeless:
An adult is “homeless” if they
1) lack a fixed, regular and adequate nighttime residence and
2) live in either
(a) a shelter or transitional housing;
(b) a temporary residence for people intended to be institutionalized; or
(c) a place not designed for, or ordinarily used as, a regular sleeping accommodation for
human beings.
(d) a motel, a hotel, camping ground, or car or other vehicle
3) Those who are temporarily “doubled up” in housing owned or rented by another are also homeless.




Twin Cities Medical Respite Shelter

What is respite?”

Medical Respite is a safe, temporary place of healing that provides comprehensive
nursing and social service support to homeless adults recovering from an acute illness or
injury. The population to be served will be homeless patients who are not sick enough to
stay in the hospital, but who are too sick to stay in an emergency shelter or on the streets,
The medical respite program will provide a safe place of recovery for homeless patients
by allowing 24-hour access to skilled nursing care, and assistance in obtaining housing
and benefits, Patients will be referred from hospitals, shelters, community health clinics,
and outreach program.

Who would use respite?
s  Any homeless adult, age 18 and over who is suffering from an acute (short-
term) medical problem and would benefit from respite care (no longer than a
six-week stay)
¢ s independent in daily activities (can move around independently, go to the
bathroom without assistance, feed self, self-administer medications, and
continent (able to control bodily functions)
=  Someone who is medically stable (condition is nol declining rapidly, will not
go through drug/alcohol withdrawl}
o 15 willing to work with respite staff and comply with rules of respite shelter
and is therefore behaviorally appropriate for group setting/ Psychiatrically
Stable (not suicidal or likely to assault others)
s  Someone who is not using a continuous IV or Oxvgen
OR Someone who is homeless and high risk pregnancy (bed rest needed with
no sufe place to attain this)

Why respite?
« Better healthcare outcomes
o Gives medically vulnerable persons a safe place 1o rest and recover to

avoid reentry into hospital
Assistance with minor medical needs
Medical case management
Assistance with follow up appointments
Build relationships with primary care provider
o Connections to mainstream resources

o Community resources

o Public benefits

o Permanent or transitional housing

o Chemical and/or Mental Health Treatment

o Cost Savings

G o OO

* For more fnformation, please refer to attuched mission statement and guiding principles




o Homeless patients hospitalized more frequently and longer per admission,
resulting in cost of providing care to homeless patients being greater than
that for non-homeless patients

o Reduces the rate of hospitalization and inappropriate emergency care

o Reduces length of stay by providing hospitals with an appropriate
discharge option for homeless patients who need ongoing medical care hut
have nowhere 1o safely recuperate

» Improve Shelter System

o Relieves shelters of the responsibility of caring for medically vulnerable,
ill or injured guests and help ensure the health of other puests

o Spread of contagious illnesses could be contained by providing homeless
patients with appropriate care outside of the shelter system

e Model of Cross-County Collaboration

o The process of planning and bringing this emergency housing plan to
reality is an excellent opportunity to encourage cross-county cooperation
to address a problem that disrepgards jurisdictional boundaries

. its health care system

o Decreased hospital admissions

o Decreased inappropriate emergency room utilization, by connecting them
to and educating respite patients about primary care services will help
decrease inappropriate ER usage.

o Decreased length of stay: by providing hospitals with an appropriate
discharge option for homeless patients who need ongoing medical care but
have nowhere to safely recuperate.




Wilder Survey 2006
Emergency Room Usage for Homeless Adults

STATEWIDE
Emergency Sheller

MEN: 29% used emergency room 3 or more times in previous six months
20% of such users were admitted 10 or more times in previous six months

WOMEN: 43% used emergency room 3 or more times in previous six months
7% of such users were admitted 10 or more times in previous six months

Transitional Housing

MEN: 26% used emergency room 3 or more times in previous six months
5% of such users were admitted 10 or more times in previous six months

WOMEN: 27% used emergency room 3 or more times in previous six months
2% of such users were admitted 10 or more times in previous six months

Informal Shelter

MEN: 24% used emergency room 3 or more times in previous six months
13% of such users were admitted 10 or more times in previous six months

WOMEN: 3% used emérgency room 3 or more times in previous six months
22% of such users were admitted 10 or more times in previous six months

Unsheltered

MEN: 31% used emergency room 3 or more times in previous six months
7% of such users were admitted 10 or more times in previous six months

WOMEN: 43% used emergency room 3 or more times in previous six months
17% of such vsers were admitted 10 or more times in previous six months

METRO SPECIFIC

MEN: 29% uvsed emergency room 3 or more times in previous six months
13% of such users were admitted 10 or more times in previous six months

WOMEN: 32% used emergency room 3 or more times in previous six months
6% of such users were admitied 10 or more times in previous six months

(This is roughly 389 Homeless Persons 3 or more times in previous six months in the Metro
Area alone).







	 

